DOES NOT CIRCULATE UNIVER 
OF micn Higa N 


“DEC 9 9 1954 


MEDICAL 
! 1eReee PV 


linical 


edicine 


| 


Articles appearing in this issue | 


Explanation of Pain in the Anorectal Region 

A Systemic Approach to Arthritis Therapy 945 
Clinico—Pathological Conference . ahaa 
The Electrocardiograph as an Aid in Riel 963 


To Distinguish Between Common and Acute Surgical 
Conditions of the Abdomen 967 


Ausculation of the Heart Still Important ...... 971 
Treatment of Migraine 977 


Laboratory Work Seldom Needed in | Antibiotic 
Therapy est 979 


Hypopituitarism: Seoul and Metinides. 983 
EDITORIAL 


The President's Recommendations as to Health Care 
Based on Misinformation 


DECEMBER, 1954 VOL. 61 NO. 12 





TM. 


Serpasil-Apresoline’ 
hydrochloride 


(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CiBA) 





Pea OF CONTENTS Vo. 61 DecemBrr, 1954 No. 12 


ORIGINAL ARTICLES 


Explanation of Pain in the Anorectal Region 
Wilford L. Cooper, M.D. 


A Systemic Approach to Arthritis Therapy . 
H. K. Albertson, M.D. 
Dale E. Scholz, M.D. 


Clinico-Pathological Conference . 
S. Peter Sarris, M.D. 


The Electrocardiograph as an Aid in Diagnosis . 
Frank A. Marshall, M.D. 


CurRRENT LITERATURE 


To Distinguish Between Common Acute Surgical 
Conditions of the Abdomen . 
H. J. Muendel, M.D. 


Ausculation of the Heart Still Important 
S.A. Levine, M.D. 


‘Treatment of Migraine . 
A. P. Friedman, M.D. 


Laboratory Work Needed Seldom in Antibiotic 
Therapy . ‘ ‘ 
B. M. Wagner, M.D. 


Hypopituitarism: Diagnosis and ‘Treatment .  . 983 
S. R. F. Whittaker, M.D. 

Aspe in TIDIAGNOBIS 2. els ltl tl tll el etetC BF 

"THERAPEUTIC TRENDS . . . . . . . . 993 

LITERATURE SERVICE. ° .. je ath Ss um ~<a 

Dame VIEWS 5. ¢ « « © Se «ele! MG 


NEW PHARMACEUTICAL PRODUCTS . : ; 7 . 989 


MANUSCRIPTS should be addressed to The Drawings or photographs will be reproduced 
Editor, Clinical Medicine, P. O. Box M, at no cost to the author. Bibliographic re- 
Winnetka, Ulinois. Manuscripts accepted ferences should be kept to a minimum. 
only with the understanding that they are REPRINTS Authors will be furnished re- 
contributed exclusively to Clinical Medicine. prints at cost. Manuscripts, when accepted 
Manuscripts should be typed double or become the exclusive property of Clinical 
triple-spaced, on one side of the paper only. Medicine, 





URINARY-TRACT 
INFECTIONS 


High where height counts,! Sutrose 
blood levels foster antibacterial action 
where therapy counts—within the 
infected tissue of the urinary sys- 
tem.? For SuLFosE promotes clinical 
response through the potent additive 
attack of three sulfapyrimidines (sul- 
fadiazine, sulfamerazine, sulfametha- 
zine), characteristically high in blood 
and tissue concentrations. 


Low where lowness counts, SULFOSE 
is low in toxicity, low in renal risk 
... provides three independent sul- 
fonamide solubilities for protection 
against crystalluria.® 


Suspension SuLrosE—triple sulfona- 
mides suspended in a special alumina 


gel base for complete dispersion and 
ready absorption. Indicated in all 
infections due to sulfonamide-sensi- 
tive organisms. 


Supplied: Suspension SuLrose, bottles 
of 1 pint 

Also available: Tablets SuLFosE, bottles 
of 100 and 1000 


Each teaspoonful (5 cc.) of Suspension 
and each Tablet contains 0.167 Gm. each 
of sulfadiazine, sulfamerazine, and sul- 
famethazine. 


1. Jawetz, E.: California Med. 79:99 (Aug.) 
1953. 2. Cecil, R.L., and Loeb, R.F.: Textbook 
of Medicine, W. B. Saunders Co., Philadelphia, 
1951, pp. 963-967. 3. Sophian, L.H., and 
others: The Sulfapyrimidines, Press of A. Colish, 
New York, 1952. 4. Berkowitz, D.: Antibiot. 
& Chemo. 3:618 (June) 1953. 


FOR SUPERIOR BLOOD LEVELS’ 


SUSPENSION 


SULFOSE’ 


TRIPLE SULFONAMIDES 


Philadelphia 2, Pa. 





CLINICAL MEDICINE 


James M. Nortuincton, M.D., Editor 


WALTER ‘THIELE, Associate Editor 


Kurt J. CLEMENS, Associate Editor 


EDITORIAL BOARD 


LYNN D. ABERNATHY, M.D. FELIX A. HUGHES, J., M.D. 


Ophthalmology 


W. S. ANDERSON, EM. Pror. 
Medical Genetics 


G. C. ARNOLD, M.D. 
Audiology and Phonology 


JULIUS BAUER, M.D. 
Internal Medicine 


BELL, M.D. 
Neurology and Psychiatry 
EUGENE BERESTON, M.D. 
Dermatology and Syphilology 
SEYMOUR BROWN, M.D. 
Anesthesiology 
LEON C. CHESLEY, Pu. D. 
Physiological Chemistry 


JOHN A. CONLEY, M.D. 
General Practice 


M.D. 


ERIC 


Cc. D. CREEVY, 


Urology 
M.D. 
Radiology 
LEWIS DANZIGER, M.D. 
Neurology and Psychiatry 
NATHAN 5S. DAVIS, M.D. 
Internal Medicine 


F. LOWELL DUNN, M.D. 
Internal Medicine 


BENJAMIN ESTERMAN, M.D. 
Ophthalmology 
EVERETT C. FOX, M.D. 
Dermatology and Syphilology 
HARRISON C. HARLIN, M.D. 
Urology 
EDGAR A. HAUNZ, M.D. 
Internal Medicine 


F. A. HELLEBRANDT, M.D. 
Physical Medicine, Rehabilitation 


ELMER HESS, M.D. 


HOWARD E. CURL, 


Urology 


CLINICAL MEDICINE published monthly 
by Clinical Medicine Publications, Inc. P. O. 
Box M, Winnetka, Illinois. Published at 535 
S. Sheridan Road, Waukegan, Illinois. Ad- 
dress all communications to P. O. Box M, 
Winnetka, Illinois. Contents copyrighted, 
1954 by Clinical Medicine Publications, Inc. 
Entered as second class matter August 1, 
1942 at the Post Office at Wilmette, Illinois 
under Act of March 3, 1879. Application for 
reentry at Waukegan, Illinois pending. 


SUBSCRIPTION PRICES United States and 
possessions and Canada, $5.00 yearly. Other 


Surgery 
ARNOLD H. JANZEN, M.D. 
Radiology 


S. R. KAGAN, M.D. 
History of Medicine 


RANZ KALLMANN, M.D. 
Medical Genetics 


KARL J. KARNAKY, M.D. 
Gynecology and Obstetrics 


BORRIS A. KORNBLITH, M.D. 
Surgery 
IAN MACDONALD, M.D. 
Oncology 


MADGE T. MACKLIN, M.D. 
Internal Medicine 


BENJAMIN MALZBERG, Pu. D. 
Medical Statistics 


JOHN R. McCAIN, M.D. 
Gynecology and Obstetrics 


FREDERICK FE. MOHS, M.D. 
Surgery 


M.D. 
Surgery 


GARRETT PIPKIN, 


R. A. ROSS, M.D. 
Gynecology and Obstetrics 


MAURICE SALTZMAN, M.D. 
Oto-Rhino-Laryngology 


S. R. SNODGRASS, M.D. 


Surgery 


Pu. D. 
Physiology 


M.D. 
Radiology 


WILSON A. SWANKER, M.D. 
Plastic Surgery 


LUDWIG TELEKY, M.D. 
Industrial Medicine 
JOSE ZOZAYA, M.D. 


Internal Medicine 


ARTHUR STEINHAUS, 


HAROLD SWANBERG, 


countries add $1.00 yearly additional charge. 
Remit by postal money order or draft on 
United States Bank. Single copy 50¢. 


ADDRESS CHANGES Notify us promptly of 
any change of address, mentioning both your 
old and new addresses. We cannot hold our- 
selves responsible if changes are not received 
as above. Complaints over three months old, 
usually cannot be honored. 


CORRESPONDENCE Address all _ corre- 
spondence to Clinical Medicine, Post Office 
Box M, Winnetka, Illinois. 

















see this capsule 


.. W 
pain= spasm within ¥ minute 


DACTIL 





Used in your office, DACTIL will show you 
how quickly it relieves pain=-spasm in the 
gastroduodenal or biliary tract — usually 
within 10 to 20 minutes. 





DACTIL is eutonic—that is, it restores and 
maintains normal visceral tonus. Unusually 
well tolerated, DACTIL does not interfere with 
gastrointestinal or biliary secretions. 


DACTIL with Phenobarbital in bottles of 50 capsules. 
There are 50 mg. of DACTIL and 16 mg. of phenobarbital 
(warning: may be habit-forming) in each capsule. 











DACTIL (plain) in bottles of 50 capsules. There are 50 mg. 
of DACTIL in each capsule. 


DACTIL, first of the Lakeside piperidol derivatives, is the 
only brand of N-ethy!-3-piperidy! diphenylacetate HCL 


tm 
PIONEERS IN PIPERIDOLS | 


|, INC + MILWAUKEE 1, WISCONSIN Cals 


7e7e 





SRE 


The President’s Recommendations as to Health 
Care Based on Misinformation 


How indispensable is the 
modern hospital to “good medical care”? 
What is “good medical care”? 





JAMES M. NORTHINGTON, M.D., Editor 


The President’s recent message 
to congress on health care is en- 
tirely reasonable when regarded as 
based on the representations of the 
organized medical profession as to 
the superiority of care rendered by 
specialists in hospitals over the care 
rendered by general practitioners in 
homes and offices. 

Note the following passages: 

“Even where the best in medical 
care is available, its costs are often 
a serious burden . . . We must take 
further action on the problems of 
distribution of medical facilities and 
the costs of medical care . . . The 
means for achieving good health 
should be accessible to all. A per- 
son’s location, occupation, age, race, 
creed or financial status should not 
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bar him from enjoying this access 
... The results of our vast scientific 
research, which is constantly ad- 
vancing our knowledge of better 
health protection and better care in 
illness, should be broadly applied for 
the benefit of every citizen .. .” 


“The modern hospital is indispen- 
sable to good medical care. New 
hospital construction continues to 
lag behind the need.” 


In the issue of The Southern Gen- 
eral Practitioner for June, 1953, I 
wrote under the title “Country 
Folks Get Better Medical Care Than 
City Folks”: 

“Over a dozen years this journal and its 
predecessor have published statistics sup- 
plied by state health officers, which 
showed, year after year, that in each of 
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the 10 to 12 States looked into, the rural 
death rate was substantially lower than 
the urban. 

In previous years, we have given the 
figures in most of the southern States, and 
from time to time the figures for New 
York, Massachusetts, Illinois and a block 
of midwestern States. The difference in 
mortality rates, always and everywhere, 
was in favor of the country folks by a 
fairly constant ratio. 

Here are the latest figures for most of 
the southern States. 


Deaths per 1,000 by residence for lat- 
est year for which complete records have 
been published: 


Entire 

State Urban Rural 
Alabama 8.2 10.7 a 
Florida 9.6 11.2 not sep. 
Georgia 8.6 10.1 7.6 
Kentucky 9.1 117’ not sep. 
Louisiana 9.1 10.8(n.0.) not sep. 
Mississippi 9.6 11.0 9.1 
Oklahoma 8.5 9.1° not sep. 
South Carolina 8.4 10.5 7.9 
Tennessee 8.8 10.1 8.2 
Virginia 8.7 9.9° not sep. 

1. For Louisville—11.2. For rural areas of counties 


containing the 14 largest cities 8.5. 


2. Based on estimated pop. which for all cities is 
in excess of actual pop., and so will show a rate 
lower than the actual rate. 


a 


. Every one of the 10 largest cities of Virginia had 

a higher death rate than that of the State as a 
whole; the rate for Richmond, seat of the Medi- 
cal College of Virginia, 11.6; that for Charlottes- 
ville, seat of the Medical School of the Univer- 
sity of Virginia, 9.5. 


In spite of these reports, which tell the 
same tale in every state, everybody con- 
tinues to bewail the poor “inadequate” 
medical care that the rural population is 
getting. The president of the Medical So- 
ciety of the State of North Carolina calls 
this “inadequate care” one of the problems 
remaining to be solved. The dean of a med- 
ical school claims as one of the great ad- 
vantages of having a medice] school in any 
city the great improvement in medical 
care brought about by the conduct of such 
school in any city. He ignores the fact that, 
year after year, the death rate in the city 
and county in which is his medical school 
is some 25% higher than that for the 
counties of the State that have no cities.” 

The latest figures compiled by the 
boards of health of states from the 
atlantic to the pacific and now (Ap- 
ril, 1954) available tell the same 
story of greater life expectancy in 
each of the states for the rural and 
small-town population. In looking 
over these figures bear it in mind 
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that they are based on estimates of 
population, that cities are prone to 
overestimate their populations, that 
the deaths are by actu1l count, and 
that overestimates of population 
would lower the rate as reported. It 
is not amiss to call attention again 
to the fact that when a person goes 
from his own county to a city hos- 
pital to die his death is charged to 
his home county. 


Here are the latest figures obtaii- 
able for a number of states. It will 
be noted that they are not compiled 
in the same way, but for conven- 
ience according to differing circum- 
stances of the several states. They 
all tell the same story. 


Death Rate per 1,000 inhabitants: 


North Carolina, 7.7—7 counties with larg- 

est cities 8.0 
Tennessee, 8.8—Urban 10.1, Rural 8.2 
Missouri, 11.3—St. Louis, 12.8. State out- 

side St. Louis, 10.5 
=. 8.8—6 most populous counties, 
Ohio, 10.2—8 largest cities 10.6. These 8 

counties outside cities, 8.2 
Minnesota, 9.1—Minneapolis, 9.8; St. Paul, 

9.9; Duluth, 11.1; Rochester, 9.2 
Colorado, 9.4—Denver County, 10.0. 
California, 9.3—Los Angeles, 9.5; San 

Francisco, 11.9 
— 10—20 most populous counties, 
Massachusetts—Outside Boston, 10.3; 

Boston, 13 

All these records tell the same 
story, that for Massachusetts most 
emphatically. Records from a dozen 
or more other states for the last 10 
years join in the chorus. Year after 
year the people in southern Illinois 
live longer than do those in the part 
of the state bordering on Lake 
Michigan. 

An eminent state health officer 
suggested that the lower rura! death 
rate in his state might be explained 
by the rural population being young- 
er. Investigation revealed that the 
rural population was actually older. 

It is worthy of notice, too, that, 
with the strict regulation with re- 
gard to city water supplies, milk 





CLINICAL MEDICINE 










































































eS 


~ ae # 


r= la ig tel 


? & 
i 4 
“ a 
a 
ie 
be * 
cs 
ells 
~ 
a 7 
: 
~— 


=e 
ELECTRON PHOTOMICROGRAPH 


Klebstella freume P0(C. 29.000 X 


Klebsiella pneumoniae (Friedlander’s bacillus) is a Gram-negative 
capsulated organism commonly involved in 
ditions of the nose 


pathologi co! 


in addition to bronchopneun 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


TRADEMARK, REG. U.S. PAT. OFF Upjohn 


a? 











pasteurization and meat inspection, 
and sanitary disposition of garbage 
and sewage, city people should, oth- 
er things being equal, live longer 
than country people. 

WHAT IS GOOD MEDICAL CARE? 


Nowhere in the world is the very 
best of medical and surgical and 
hospital service more freely avail- 
able, to millionaire or to pauper, 
than in Boston. “The modern hos- 
pital is indispensable to good medi- 
cal care,” says the President, echo- 
ing the pronouncements of those 
who speak for every county and 
state medical society and for the 
American Medical Association. Well, 
what is good medical care? A few 
of us believe it is the kind of medical 
care under which people live long- 
est in most comfort and happiness. 
If the more hospital beds the better 
the medical care, then why does Bos- 
ton have a very materially higher 
death rate, year after year, than 
does the rest of the State of Mas- 
sachusetts? 


It has been dinned into the ears 
of our people more and more persist- 
ently for the past third of a century 
that “the place for a sick person is 
in a hospital,” and that specialists 
are a whole lot better doctors than 
are general practitioners. The only 
two deaths I ever saw from diph- 
theria were in army hospitals in 
World War I. The reason these sol- 
diers died was that on admission 
they complained of sore throat 
and so were sent to wards in charge 
of throat specialists. The specialist 
thinks abbut his special field: the 
general practitioner thinks of the 
whole man because the whole man 
is his field. 

Hospitals are necessities for ma- 
jor surgical treatment and for the 
diagnosis and treatment of a small 
percentage of medical cases. Most 
patients are kept in hospitals longer 
than serves the best interests of 
the patients. In the early 1930s, 
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when few could pay a big hospital 
bill and have anything left to pay 
the doctor, it became common prac- 
tice to apply a cast to a fractured 
thigh in the office and send the pa- 
tient home in an hour or so; and it 
was the rule with many obstetri- 
cians to have the patient come into 
the hospital after the onset of labor 
and to send mother and babe home 
in 24 to 48 hours. In the midst cf 
recent poliomyelitis epidemics, thos2 
in charge of hospitals discovered ani] 
proclaimed that all but the severely 
affected patients were best off in 
their homes. 

Once I asked a 75-year-old genera! 
practitioner why he never came to 
the meetings of the county medical 
society. He answered, “Jimmy, it’s 
because I got tired of specialists 
without any education talking about 
educating me.” He was a master of 
arts from an old church college that 
took its signature and seal seriously. 

No, Mr. President, we do not need 
more hospitals. What we do need 
is that hospital authorities, special- 
ists, public health officials, publish- 
ers, those in high political office, and 
all others stop belittling the general 
practitioner, and accept and pro- 
claim the fact that the general prac- 
titioner is competent to diagnose and 
treat 75 to 80% of the disease con- 
ditions of his patients in his office 
or their homes, and to make best 
choice of specialists and hospitals for 
those patients needing such services. 


COST OF MEDICAL CARE REDUCED 


If these things were done there 
would be no demand for an increase 
of hospital beds for many a long 
year, there would be a further de- 
cline in the death rate among coun- 
try folks — and the rate among city 
folks would come down nearer to 
that of country folks. Another im- 
portant result would be a very sub- 
stantial reduction of the cost of 
medical care. 


At least four-fifths of medical 
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practice should be done by general 
practitioners in their offices and in 
their patients’ homes. Year after 
year the records of this country from 
Portland, Maine, to Portland, Ore- 
gon, and from the Great Lakes to 
the Gulf, proclaim this fact in a way 
unmistakable to those who care to 
look, weigh and consider. But or- 
genized medicine says every person 
w:th any disease worthy of the name 
must be in a hospital bed under the 
cere of specialists. 

The President is not to be blamed 
for saying he is going to urge the 
next session of the Congress to en- 
act his “Health” measure which was 
defeated in the last Congress. He has 
heard nothing on the other side, and 
those who profess to know and are 
reputed to know,—the County, Dis- 
trict and State Medical Societies and 
the A.M.A.—have been unanimous 
in giving testimony which has so 


What May Be Expected 
From the Antihistaminics 


Antihistaminics are palliative 
rather than curative agents which 
act by competing with histamine for 
the same site of action. We can ex- 
pect that they will be of value in the 
relief of hay fever and allergic rhin- 
itis, atopic eczema, urticaria, angio- 
neurotic edema, some drug reactions 
and the pruritus and edema of ser- 
um sickness (but not the fever or 
arthralgia). They are disappointing 
in asthma. 

These drugs have side-effects that 
differ within the group. While these 
may cause some difficulties, the 
alert physician can often turn them 
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misled him. The President might 
well exclaim with La Rochefoucauld, 
“God protect us from our friends; 
against our enemies we can defend 
ourselves.” 

And so might we, the general run 
of doctors; for, besides telling all 
who will listen or read that the 
every disease condition of any con- 
sequence must be diagnosed and 
treated by specialists in a hospital, 
officialdom M.D.’s_ are _ striving 
mightily to get everybody to buy 
policies to insure payment of hos- 
pital bills in case of medical or sur- 
gical illness, thus depriving the 
G.P.s without hospital staff privi- 
leges of everything beyond night 
calls and the trivia of medicine. 

Is organized medicine the friend 
of the G.P.? How much more injury 
could organized medicine do the 
G.P. if it were his avowed enemy? 


to his cause. He can, for example, 
put the sedative effects of benadryl, 
pyribenzamine or neo-antergan to 
good use in the treatment of nervous 
patients. He may, in fact, give bena- 
dryl as a pure sedative without re- 
gard for its primary action. 

If, on the other hand, a oatient 
with hay fever finds that the seda- 
tive effects of these drugs interfere 
with his necessary activities, one of 
the mildly stimulant antihistaminics 
such as antistine, neohetramine o1 
thenylene may be prescribed. 


J.D. Rising, M.D., Missouri Medicine, 51:410, May 
1954. 
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Explanation of Pain in the Anorectal Region 


A discussion of the various kinds 
of pain caused by different types of 
perianal, anal and rectal lesions 


WILFORD L. COOPER, 


Pain is defined as a specific sen- 
sory experience carried through 
nerve structures separate from 
those which transmit other sensa- 
tions. There are two distinct types 
of physical pain: (1) cutaneous or 
superficial, and (2) visceral or deep. 
Cutaneous or superficial pain seems 
to exert an exhilarating effect, incit- 
ing the subject to fight or flee; it 
usually can be localized fairly well. 
Deep or visceral pain is of a dull 
aching quality, induces depression 
and inactivity and is generally poor- 
ly localized. 

The patient’s interpretation of 
pain is dependent on (1) the degree 
of stimulus which causes it, (2) the 
type of tissue which receives the 
stimulus, and (3) the  patient’s 
threshold for the perception of pain. 
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M.D., Lexington Clinic, Lexington, Kentucky 


Tissues such as skin, cornea, et cet- 
era, are of ectodermal origin and 
have a large supply of pain-register- 
ing nerve endings. Ligaments, ten- 
dons and muscles are of mesodermal 
origin and have nerve endings the 
pain-registering of which is much 
influenced by ischemia. The tissues 
of the gastrointestinal tract, kidneys, 
gallbladder, etc. are of endodermal 
origin and have nerve endings reg- 
istering pain that is most likely to be 
transmitted through the sympathe- 
tic nervous system. The mechanism 
of referred pain may be involved. 
The sensation of pain has two 
components: (1) perception of pain 
and (2) reaction to pain. Perception 
of pain is a purely physiologic me- 
chanism and depends on the intact- 
ness of nerve connections and con- 
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duction pathways. Reaction to pain, 
on the other hand, is basically 
psychogenic, is highly individual, 
and is modified by complex func- 
tions. In healthy human beings the 
threshold for perception of pain is 
remarkably constant and is practi- 
cally the same in all healthy per- 
sons. In contrast, reaction to pain 
varies between wide limits in differ- 
ent people and may vary consider- 
ably in the same person. The pa- 
tient’s reaction to pain depends upon 
his individual interpretation of it. 
The tense, sensitive patient exper- 
iences more pain than does the 
stoical person, even though their 
thresholds for the perception of pain 
may be the same. 

The large number of conditions 
which may cause anorectal pain can 
be classified under either (1) per- 
ianal and anal conditions or (2) rec- 
tal conditions. Perianal and anal 
skin is very sensitive to pain; rectal 
mucosa is not. 


PERIANAL AND ANAL CONDITIONS 


Pain caused by lesions in the skin 
of the perianal zone which are in- 
dependent of the anus is rarely af- 
fected by the passage of feces. Pain 
in the anus is affected by defecation. 
Lesions extending into the anus us- 
ually cause spasm of the sphincter 
muscles, which may initiate or in- 
crease the pain. 

Mild inflammation of the perianal 
skin, such as occurs after diarrhea 
or the frequent use of ointment and 
especially after the ingestion of an- 
tibiotics, causes a burning discom- 
fort, frequently with itching. Anti- 
biotics may produce this burning or 
itching sensation even in the ab- 
sence of diarrhea. 

Although they are not common, 
chancroid, gonorrheal infections, the 
primary and secondary lesions of 
syphilis, and certain diseases of the 
nervous system (such as multiple 
sclerosis and spinal cord tumor) 
should be considered as possible 
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causes of “soreness” or “burning” 
in the anorectal region. Cryptitis has 
been overrated as a cause of this 
symptom. 

ANAL ULCERATIONS 


Pain of an anal fissure is intermit- 
tent, cutting or lancinating, starts or 
increases during defecation, and con- 
tinues for a few minutes to an hour. 
Abrasions and tears of the perianal 
skin may cause less severe sharp, 
cutting pain. An intermittent, lan- 
cinating pain which increases during 
defecation also may be caused by 
anal ulcerations of regional enter- 
itis, chronic ulcerative colitis, or 
anorectal cancer. These conditions 
will not be confused with an anal 
fissure if a thorough history is elic- 
ited and a complete physical examin- 
ation, including sigmoidoscopy, per- 
formed. 

A constant throbbing or aching 
pain is that of ischioanal abscess 
with fistula in ano. A pilonial ab- 
scess that points in the perianal re- 
gion or a large furuncle should be 
considered when making the diag- 
nosis. The pain produced by an 
abscess varies with its depth and 
the pressure in the overlying skin. 
Proximity to the sphincter muscles, 
size of the abscess, and its age also 
influence the character of the pain. 

Polypoid lesions, internal hemor- 
rhoids and hypertrophied anal pa- 
pillae which protrude through the 
anus only during defecation may 
cause little or no pain. However, if 
they remain prolapsed, a constant, 
severe throbbing or aching pain in- 
creased by defecation may result, al- 
so edema, thrombosis, erosion or 
gangrene. The sudden dull, aching 
pain of a thrombosed external hem- 
orrhoid is easily recognized. The in- 
tensity of this pain is influenced by 
the size of the thrombosis, by wheth- 
er or not the hemorrhoid is within 
the grasp of the sphincter muscles, 
and by the amount of pressure in 
the overlying skin. Uncomplicated 
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internal or external hemorrhoids 
cause little discomfort. The physi- 
cian should be slow to attribute pain 
in the anorectal region to hemor- 
rhoids. 


RECTAL CONDITIONS 


The patient’s description of “rec- 
tal pain” may be confusing. One 
should determine first whether the 
pain is in the skin outside the rectal 
opening or inside the bowel. Most 
lesions in and about the rectum do 
not cause pain unless they involve 
the anus or are sufficiently exten- 
sive to cause pressure or produce 
spasm of the anorectal musculature. 
Cancer of the rectum may be too 
far advanced for successful treat- 
ment before it causes pain. 

Inflammation of the rectal mucosa, 
as is seen in proctitis associated with 
chronic ulcerative colitis, bacillary 
dysentery, ambeiasis, or tuberculo- 
sis, may cause spasm of the rectal 
musculature or tenesmus. It may 
vary from a mild to an intense and 
constant desire to evaculate the rec- 


tum due to spasm of the circular 
muscle of the lower bowel. Fre- 
quency or looseness of stools also 
aids in the diagnosis of these condi- 


tions. Likewise, rectal neoplasms 
(particularly if extensive) , impacted 
feces, and foreign bodies in the rec- 
tum may cause painful spasm of 
the intrinsic musculature of the rec- 
tum and tenesmus. When the mucosa 
is sufficiently inflamed in lympho- 
pathia venereum or benign rectal 
stricture, spasm of the intrinsic 
musculature of the rectum may oc- 
cur, causing a painful, ineffectual 
effort to evacuate the rectum. Oc- 
casionally a painful rectal spasm is 
caused by diverticulitis. Extrarectal 
malignant lesions that have exten- 
sively invaded the rectal wall may 
cause painful spasm and tenesmus, a 
type of spasm of the rectal muscula- 
ture characterized by paroxysms of 
sudden pain in the rectal area, which 
may be so intense as to cause severe 
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prostration, and may last from 1 to 
15 minutes. The attacks of pain may 
occur daily or at intervals of a year 
or longer. Opinions differ as to 
whether the site of spasm is in the 
rectosigmoid, rectum, or internal 
sphincter. Some feel that it is an in- 
tussusception of the sigmoid through 
the rectosigmoid junction into the 
rectum. Most frequently the condi- 
tion is encountered in tension states 
and seems to have a trigger mechan- 
ism. 

Tabes dorsalis and tumors of the 
spinal cord occasionally produce se- 
vere, more persistent rectal pain 
which is difficult for the patient to 
locate. Neurologic findings and com- 
plement fixation tests will aid in the 
differential diagnosis. or 


ENLARGED SEMINAL VESICLES 


Conditions which cause an in- 
crease in size of the seminal ves- 
icles or prostate gland, presacral 
tumors, perirectal abscesses, be- 
nign and malignant tumors in the 
perirectal spaces, endometriosis, or 
inflammatory or malignant processes 
in the pelvis may cause either a 
vague or a severe pain which the 
patient is unable to locate accur- 
ately. He may feel as if it were in 
the rectum. A sensation of burning 
or pressure or an aching discomfort 
may be located by the patient high 
in the rectum. The examiner must 
be alert for extrarectal conditions 
which may cause these symptoms. 
They are not to be regarded lightly, 
nor a thorough digital examination 
of the rectum omitted. 

The “Thiele syndrome” is char- 
acterized by tenderness and pain in 
the region of the lower portion of 
the sacrum and coccyx, or in the 
adjacent muscles and soft tissues in 
the posterior rectal region. A tonic 
spasm of the levator ani and coccy- 
geus muscles likely produces the 
pain. If the piriformis muscle is in- 
volved, pain in the hip and leg may 
be felt due to pressure on the scia- 
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tic nerve. This condition frequently 
occurs after prolonged sitting or rid- 
ing in an automobile and is not ac- 
centuated by defecation. It occurs 
more commonly in women than in 
men. A thorough search should be 
made for foci of infection: in men, 
in the posterior urethra, anus, rec- 
tum, prostate gland and seminal 
vesicles; in women, in the urethra, 
bladder, anus, rectum and vagina. 

Other possible causes of the com- 
plaints of discomfort, vague pain, or 
a feeling of pressure in the rectum 
fare the excessive use of enemas (es- 
pecially with soapsuds or hydrogen 
peroxide), incomplete evacuation or 
fecal impaction, injection treatment 
of hemorrhoids, application of ra- 
dium to the cervix with subsequent 
radiation proctitis, and scars result- 
ing from rectal surgery. 

Only after all other possible 
causes of rectal pain have been re- 
jected should the diagnosis of neuro- 
sis be considered. 


IMPORTANCE OF COMPLETE HISTORY 
AND PHYSICAL EXAMINATION 


Many patients modestly hesitate 
to express complaints concerning the 
rectum. Some defer consulting the 
physician until their discomfort has 
become pain. The doctor sometimes 
omits questioning concerning this 
region. Careful questioning at times 
leads to the discovery of a condition 
more serious than that of which 
complaint is made. One should learn 
the character of the pain, its precise 
location, length of time present, man- 
ner of onset, relationship to defeca- 
tion, and whether or not it causes 
insomnia or awakens from sleep. 
One may be able also to estimate 
the patient’s threshold of pain and 
reaction to pain. 

A rectal examination should be 
included in every physical examina- 
tion. A complete examination of the 
lower bowel is best, including (1) 
inspection of the perianal skin, per- 
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ineum, buttocks and back, (2) digi- 
tal examination with palpation be- 
tween the thumb and finger of all 
structures adjacent to the anal ca- 
nal and rectum, and (3) a sig- 
moidoscopic (not just an anoscopic) 
examination. A barium enema with 
an air-contrast study is required in 
many cases. It is wise to seek the 
opinions of other specialists, such as 
a urologist, orthopedist, gynecolo- 
gist, neurologist or psychiatrist. One 
should not hesitate to repeat the rec- 
tal examination before diagnosing 
“neurosis.” A small abscess which 
is causing rectal pain may be missed 
on the first examination. Examina- 
tion after the administration of an 
anesthetic may be necessary, espe- 
cially if the anus is extremely ten- 
der, spastic or contracted, or if the 
patient is of a highly sensitive na- 
ture. The importance of early diag- 
nosis and treatment of cancer of 
the rectum or adjacent structures 
demands a thorough rectal examina- 
tion. 


SUMMARY 


Pain causes more patients to con- 
sult a physician than does any other 
stimulus. In an effort to aid the phy- 
sician in diagnosing the cause of 
pain, this sensation is defined and 
described. It is generally agreed that 
there are two types of physical pain: 
(1) cutaneous or superficial, and (2) 
visceral or deep. The patient’s inter- 
pretation of pain is dependent on the 
degree of noxious stimulus which 
causes it, the type of tissue which 
receives the stimulation, and the 
patient’s threshold for the percep- 
tion of pain. The sensation of pain 
may be divided into two compon- 
ents: (1) perception of pain, and (2) 
reaction to pain. Factors which cause 
variations in reaction to pain in dif- 
ferent persons and in the same per- 
son are discussed. As an aid to cor- 
rect diagnosis and treatment, the 
etiology of pain in the anorectal re- 
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gion is elucidated by a discussion of 
the various kinds of pain caused by 
different types of perianal, anal and 
rectal lesions. Particularly in view 
of the importance of early diagnosis 
and treatment of malignant neo- 
plasms in the rectum and adjacent 









Intravenous Iron for Extreme 
Anemia in a Patient Who 
Refused Blood Transfusion 


A patient suffering from a duo- 
denal ulcer with many complica- 
tions including simultaneous hemor- 
rhage and obstruction objected on 
religious grounds to transfusion. Ur- 
gently indicated surgery was pro- 
hibited by extremely low hemoglob- 
in. Oral iron was contraindicated by 
the obstruction. 

A 68-year-old rancher, a Jehov- 
ah’s Witness, was admitted March 
13, 1952. The patient estimated his 
weight loss to be 60 lb., from a 
weight of 150 lb. in December, 1951. 
The first diagnosis of duodenal ulcer 
was made in 1946. In 1948 he had 
severe upper abdominal pain with 
a ruptured duodenal ulcer, perfora- 
tion repaired. 

The patient was conscious, cooper- 
ative, but responded very little and 
spoke only in monosyllables. Ap- 
pearance of a moribund patient with 
extreme cachexia and pallor. There 
was a r.u.g. scar from the old oper- 
ation. No masses, no tenderness, de- 
cubitus ulcers, 1 over each greater 
trochanter and 1 over the sacrum. 

Admission hgbn 3.7 gm.%; r.b.c. 
2.29 x 10°; w.b.c. 13,600 per cmm.; 
differential, 79% poly., 20% lymph., 
1% mono.; 6.7% reticu. Urine nega- 
tive. BUN 10 mg.%; chlorides 690 
mg.%; serum protein 5.5 gm. total; 
albumin 3 gm., globulin 2.5 gm. 

Bone marrow aspiration showed 
myeloid hyperplasia. 
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structures, the physician should 
make a special effort to elicit any 
complaint concerning this region 
when taking the patient’s history 
and should make a thorough rec‘al 
examination as part of every physi- 
cal examination. 












He was able to take 1,000 and i,- 
500 c.c. of skim milk daily. He was 
given 2,000 to 3,000 c.c. of IV fluids 
daily. Amigen was given for the 
first 5 days, after which time Amino- 
sol with 7% alcohol added. Aver. 
daily caloric intake was 2,500 in- 
cluding 500 calories from 1,500 c.c. 
of skim milk and 2,000 calories from 
2,500 c.c. of Aminosol with dextrose 
and alcohol. 


Refusal to accept blood transfu- 
sion was adamant. Therefore, he 
was given IV iron with 20 mg. (1 
c.c. of Proferrin) on March 14; 40 
mg. on March 15 and then 100 mg. 
daily IV for 14 days — a total of 
1.460 gm. elemental iron. 


Additional therapy included mag- 
nesium trisilicate and aluminum 
hydroxide mixture (Gelusil) and 
various parenteral vitamin prepara- 
tions. Weight was 115 Ib. 4 weeks 
after admission, a gain of 25 lb. In- 
crease of hgbn. from 3.3 gm. on 
March 17 to 10 gm. on April 11. 
Maximum reticulocyte response, 
30.4%, occurred on the 11th day of 
therapy. After three weeks of ther- 
apy the patient was up and about. 
Partial gastrectomy was performed, 
April 22, 1952. A chronic constrict- 
ing duodenal ulcer was found just 
beyond the pylorus. Postoperative 
course uneventful, discharged May 
1, 1952, weighing 111 lb. and eating 
an unrestricted diet. Jan. 25, 1954 
the hgbn. was 88%, weight 171 lb., 
patient working again as a rancher. 


Reuben Berman, Journal-Lancet 74:103, 1954. 
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ORIGINAL ARTICLES 


A Systemic Approach to Arthritis Therapy 


Authors report on the use of a new 
mineral combination which appears to be 
effective in antiarthritic therapy 





H. K. ALBERTSON, M.D., San Diego, California 
DALE E. SCHOLZ, M.D., New York, New York 


Of the “dramatically effective” 
agents used in the treatment of arth- 
ritis and related diseases, it is of in- 
terest to note that many affect the 
mineral balance of the cell. For ex- 

mple, the administration of Corti- 
Ysone may produce Na and Cl reten- 
tion and an increase in K excretion.! 
ACTH acts similarly through its 
ability to stimulate the production of 
cortical steroids*; more recently it 
has been shown that salicylate acts 
much like ACTH* and produces the 
same effects; and phenylbutazone 





1. Soffer, L. J., Diseases of the Endocrine Glands, 
pg. 286, 287, and 335, Lea and Febiger, 1951. 
2. Proceedings of the First Clinical ACTH Confer- 
ence, ]. Mote, Editor, The Blakiston Co., 1950. 

8. Segard, C. P., Med. Times 81: 1, 1953. 
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(butazolidine) administration is 
known to cause Na and Cl reten- 
tion.* 

This report describes the results 
obtained with a new therapeutic 
agent, Traceamin®, which directly 
affects mineral balance and which 
has provided beneficial results in 
arthritis.* 


1. COMPOSITION 


Upon investigation, all of the ele- 
ments in Traceamin were also found 
in ACTH. A comparison between the 
spectrophotometric analyses of high- 
ly purified ACTH and Traceamin 

4. Wilkinson, E. L., and H. Brown, Am. J. Sc., 225: 

153, 1953; Platoff, G. E., Jr. Mich. State Med. 


Soc. 52: 980-985, 1953. 
* Supplied by Traceamin Corp., Decatur, Illinois 


945 























































































































2. ADMINISTRATION 















Normal Values in 


The mineral solution was slowly 





are shown in terms of % of the orig- 
inal sample. Of interest is the close 
parallel between the metabolic ef- 
fects of this mineral solution and of 


ACTH. 
TABLE |: COMPOSITION 
ELEMENT TRACEAMIN ACTH 
2 units — 
Magnesium 0.11 % 0.018 
Sodium 0.50 0.048 
Iron 0.000032 0.00018 
Copper 0.00011 0.000042 
Calcium 0.0019 0.0074 
Aluminum 0.000019 0.00025 
Silicon 0.00054 0.00022 
Manganese 0.000061 0.00035 
Phosphorus ——_ 0.0077 


TABLE 2: SPECTROCHEMICAL DATA ON 10 PATIENTS 






administerd IV in 3-10cc. amounts 
three times a week. Response 
varied with the age of the patiert 
and the duration of the arthritis. 
Benefit was noted in some cases af- 
ter 60-80cc.; in the majority symp- 
tomatic relief following 100-150cc.: 
some required 150-200cc. Following 
relief of the symptoms, an addition 
al 90cc. should be given. 


If symptoms returned after an ini- 
tial series of injections, a second 
series was started and the amount 
necessary to again produce symp- 
tomatic relief was small, in some 
cases only one or two additional in- 
jections. 


3. SAFETY 


There were no untoward reactions 
during or following administration. 
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mg/100 cc. Serum 3.0 395 22.0 13.0 .20 .20 11.5 0.10 2.1 
Patient Age Date — Mg Na K_P_Fe Cu Ca Al_ Si = Results 
E.B. 74 1/2/52 2.66 295 17.7 9.7 .358 .187 7.4 .087 — By 5/24/52 had received 190 
M~ 1/22/52 2.48 292 20.4 10.0 .314 .194 84 .050 1.1 cc. and was pain-free 
2/19/52 2.70 330 21.7 11.0 .287 .164 10.0 .071 1.5 
4/28/52 2.43 326 19.7 9.1 .414 .149 9.9 .060 1.5 
_ __ 10/9/52 2.66 308 184 10.3 .376 .182 9.6 .033 0.9 a 
L.E. 50 5/22/52 2.80 292 204 8.4 .081 .156 8.1 .035 0.8 By 9/29/52, no stiffness or 
M 6/30/52 3.12 315 22.6 16.1 .473 .233 12.4 .084 1.5 pain 
A.W. 29 «5/20/52 2.60 283 43.9 8.6 .140 .136 9.9 .069 1.3 Ist determination made 2 days 
M_ 6/30/52 2.56 312 19.5 9.2 .322 .270 11.1 .073 1.3 prior to treatment. By 6/30 
8/29/52 2.76 294 19.5 8.4 .313 .183 9.3 .036 1.1 had received 90 cc. By 8/22, 
169 cc. pain-free with occa- 
. ; a Ey - sional muscle stiffness. 
F.L. 45 1/23/52 2.57 332 21.3 14.1 .417 .148 9.1 .119 2.1 By 6/12/52, symptoms almost 
M 6/12/52 2.66 302 22.4 11.8 .474 .141 10.3 .059 1.0 completely disappeared 
12/12/52 2.52 360 35.2 12.7 .410 .126 82 .047 0.7 
7/7/53 2.33 295 21.6 11.3 .210 .109 9.4 .028 0.9 
CWw.B. 45 1/21/52 3.13 294 19.3 9.0 .098 .205 6.4 .067 1.0 1/21/52 determination made 
M 2/18/52 2.61 324 17.4 7.0 .153 .241 6.7 .063 0.8 before treatment. By 2/18 little 
3/17/52 3.11 323 18.5 86 .196 .160 87 .093 1.1 pain (after 120 cc.) with in- 
4/28/52 3.58 319 20.1 8.8 .069 .232 83 .063 1.6 creased motion in wrist. By 
6/31/52 2.74 312 19.0 12.2 .323 .272 12.2 .076 1.1 7/2/52 able to work all day 
J.H. 54 2/29/52 2.74 292 22.4 9.9 .312 .114 10.9 .063 1.2 2/29/52 determination prior to 
M “4/7/52 2.90 300 19.7 10.8 .276 .112 9.3 .069 1.4 treatment. By 8/14/52 received 
8/14/52 2.82 363 24.2 15.5 .864 .116 8.5 .088 1.7 232 cc., had no stiffness. 
H.D. 50 7/29/52 2.94 312 21.1 10.2 .346 .114 8.5 .054 1.3 Treatment started 9/5/52, by 
F 11/6/52 2.89 348 19.5 11.5 .232 .253 9.5 .042 1.1 10/3 had received 77 cc. free of 
pain, stiffness G swelling 
B.B. 34 §8©63/25/52 2.40 352 21.8 10.7 .182 .159 7.2 .074 1.3 By 4/21/52 after 47 cc. no 
F 5/3/52 2.72 313 16.1 8.0 .202 .179 9.4 .079 0.9 swelling of hands or wrists. 
6/9/52 2.74 325 19.9 10.5 .322 .179 9.5 .032 1.5 Although not entirely pain-free, 
11/4/52 2.62 326 18.2 10.2 .106 .274 9.2 .041 0.06 progress favorable after 139 cc. 
M.A. 43 7/2/52 2.05 294 20.8 8.9 .366 .189 10.6 .060 0.9 7/2/52 given first injection; by 
F 8/13/52 2.32 319 19.0 10.7 .432 .160 10.0 .046 0.7 8/13/52 after 117 cc. able to 
11/1/52 2.10 326 21.8 7.6 .316 .179 8.2 .032 1.4 wear regular shoes, walk erect. 
F.W. 55 3/17/52 3.38 334 21.2 11.0 .415 .104 10.4 .069 1.1 By 6/9/52 after 103 cc., only 
F 6/16/52 3.38 334 27.6 16.3 .468 .108 10.8 .070 1.2 occasional pain. By 11/17/52, 
11/17/52 2.70 315 20.9 21.1 .177 .179 10.0 .031. .80 pain-free 
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4. PATIENTS 


This study comprised 35 patients 
having a wide variety of conditions, 
including rheumatoid arthritis, os- 
teoarthritis, mixed arthritis, mixed 
gouty and rheumatoid arthritis, se- 
vere arthritis with generalized athe- 
rosclerosis, and bursitis. 


5. CASE HISTORIES AND 
SPECTROCHEMICAL DATA 


Thirty-five patient progress re- 
ports are tabulated (Table 4), also 
the spectro chemical results ob- 
tained at various times during the 
treatment. Althcugh it was neither 
possible to run spectrochemical de- 
terminations on all patients, nor to 
run these determinations at the same 
time intervals, results of the spectro- 
photometric tests on those patients 
in whose cases these values were de- 
termined are summarized in Table 
2, page 946. The studies of the cel- 
lular elements of the blood will be 
reported in a subsequent vaver. 


6. RESULTS AND CONCLUSIONS 


We have compiled a table (Table 
3) shcwing the number of patients 
with mineral levels which ap- 
proached normal as the result of ad- 
ministration as well as those deviat- 
ing from the normal values, and 
those showing no change. 

It is plain that during administra- 
tion, mineral levels tend to approach 


ad “No. at Patients With 
Levels Approaching Normal 
During Treatment 


Element 


Magnesium 
Sodium 
Iron 
Copper 
Calcium 
Aluminum 
Siliccn 
Phosphorus 
Potassium 
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TABLE 3: MINERAL LEVELS 
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normal; also, that many have either 
increased or decreased beyond the 
normal level during administration. 
Of significance is the finding 
that these changes in the concen- 
tration of the various minerals ir 
the serum appeared to be related to 
the clinical improvement of the pa- 
tient. 


IMPORTANCE OF BALANCED 
MINERALS IN BODY FUNCTION 


Recently medical research has 
stressed the importance of cell con- 
stituents in the degenerative dis- 
eases. Among the cell constituents 
which play an important role in the 
various cell activities are the min- 
erals. Minerals have been shown to 
exist in balance.* If this balance is 
sufficiently disturbed, symptoms 
may result,® including those of arth- 
ritis. 

1. BONE METABOLISM (INTERRE- 
LATIONSHIP OF MG, CA, P AND K) 


Multiple analyses have shown that 
of 100 grams of bone ash, 1-2 grams 
is present as magnesium oxide.’ In 
bone, as well as other tissues, mag- 
nesium plays the important role of 


an activator of certain enzymes such 
5. De, H. N. and ce P. Basu, Indian J. Med. Res. 

$7: 213-31, 1949. 

6. Dreyfus, Jean-Claude, Iron Metabolism in Mus- 
cular Diseases, Muscular Dystrophy Associations 
of America, Inc., Held in New York (April) 14- 
15, 1951, and (May) 17-18, 1952; Olsen, K., et al, 
Science, 119: 772, 1954; Nut. Rev., 11: 7, 1953. 

7. Wolff, R., Ann. Biochem. Med. 2, 138-60, 1939. 





No. Deviating No Change 
From Normal 
(3) 3— 1 normal 
(4) 3— 1+ 
(6) 1— 5+ 
(3) 1— 2+ 
(4) 2— 2+ 
(6) 6— 1 normal 
(5) 5— 2 
(2) 1— 1+ 3 
(4) 3— 1+ 1 normal 
37(25— 12+) 8 (3 normal) 
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TABLE 4: SUMMARY OF CLINICAL DATA 


Diagnosis Duration Results of Treatment 


Hypertrophic arthritis in both hands 2 yrs. After 190 cc. pain-free. 
and shoulders; subdeltoid burstitis 


Atrophic arthritis, hands G legs 2 wks. After 193 cc. no pain or stiffness. 


Marked atrophic arthritis of both sac- Many yrs. After 169 cc. symptom-free. . 
roiliac joints and lumbar spine 


Hypertrophic arthritis of entire spine 1 yr. 





After 124 cc. symptom-free. 


Marked destructive atrophic arthritis. 13 yrs. 
Deformed rt. lower extremity. Rt. thigh 

muscles atrophied. Rt. knee 20% mo- 

bility. Rt. ankle ankylosed 


Hypertrophic arthritis tenosynovitis 
and osteochondromatosis, both knees — a 


_ Mixed arthritis left hip, knees G wrists Many yrs. After 300 cc. relief of symptoms 
Severe hy; rtrophic. arthritis of both 4 yrs. After 90 cc. able to walk without cane 
_hips and lumbar spine for several hours daily, less pain. 


Hypertrophic arthritis of cervical and ~ Many yrs. "After 240 cc. no pain or stiffness, but 
dorsal spine and both ki 


_some muscle soreness 
Atrophic arthritis 15 yrs. After 415 cc. received intermittently, no 


3 ; en _____ pain but occasional stiffness __ 
Mixed and gouty arthritis of cervical Many yrs. After 340 cc. occasional pain in cervical 
spine; rt. shoulder and acromioclavic- region but able to wear new shoes. More 
ular joint __retaxed, sleeps better. 


Pain-free and no stiffness after 210 cc. 


After 253 cc. still has poor days but is 
able to work all day and gets out of 
bed without assistance. 


~ Many yrs. After 110 cc. walking without cane 


Atrophic and hypertrophic arthritis of 1 yr. 
____rt. shoulder and back 


36 F Moderate hypertrophic arthritis of 
dorso-lumbar spine 


Severe painful generalized hypertrophic 12-15 yrs. Patient showed great improvement 
arthritis almost totally disabling 


EAR. 43 F Gouty G hypertrophic arthritis, most 1 yr. 
joints, hands, lower back, hips G feet __ 





Pain-free and no stiffness after 240 cc. 


After 30th injection (300 ce.) sneienes 
and physically active again. 


E. W. D. 33 F Hypertrophic arthritis of entire spine, Many ty yrs. 220 cc 
shoulders, rt. elbow, hips G rt. knee 


P.M. C. 73 F Hypertrophic arthritis of both knees 5 yrs. After 130 cc. 


Completely pain-free after 220 cc. 


ee — 
no pain but occasional 
stiffness 


F. X. D. 36M _ Pain in rt. knee and stiffness in low- 2% yrs. After 220 cc. no pain, only occasional 
ee back x ee Bie A __ stiffness ve ae 
A. B. 73 F Pain in left shoulder G upper arm. Y 2 yrs. Pain-free after 150 cc. Pain in rt. shoul- 
yrs. later, pain in rt. shoulder der relieved after 1 injection 
P. D. F. 32 F Hypertrophic arthritis of dorsal and After 340 cc. no pain, “feel better than 
oak ue lumbar r spine ne — I have in years.’ e 
¢. t. 39 M Hypertrophic arthritis of spine 


After 74 cc. free of pain 
F. L. B. 76 F Hypertrophic arthritis of both knees After 65 cc. pain was less, with more 
= D Re en Pe freedom of movement g : 
J. R. S. 51 F Hypertrophic arthritis, shoulders, el- After 120 cc. pain-free and no stiffness 
bows, knees, lower back, |. hip, hands 


S. M. 59 F Hypertrophic arthritis of knees, wrists, After 85 cc. able to work. 
and lumbosacral spine 


L. P. 56 F Hypertrophic arthritis of cervical and After 190 cc 
dorsal spine muscle 
. E. B. 54 F Generalized atrophic arthritis of After 180 cc. edema subsided, walked 
hands, hips and lumbo- ~sarcral spine. better. Great improvement after 250 cc. 


54M Hypertrophic arthritis of spine : After 100 cc. played golf with no pain 
66M Hypertrophic arthritis of spine 


. only slight soreness of 


After 200 cc. much better, only occasion- 
al pain in back of knee 


. R. F. 70 M_ Hypertrophic arthritis of rt. knee, low- After 60 cc. swelling and redness sub- 
er back, shoulders and hip joints. sided. After 230 cc., pain-free 
W. F.S. 70 F Marked me arthritis of both 12 yrs. After 150 cc. no cane needed and stiff- 
knees, A. right h ness diminished. Patient now very active 
H 54 M_ Hypertrophic aa of lumbo-sacral 2 yrs. After 262 cc. able to carry on full busi- 
spine ness load, no complaints 
D 50 F Severe generalized mixed arthritis of 9 yrs. After 77 cc., free of pain, stiffness, and 
both hands swelling 
34 F Mixed type of arthritis 8 yrs. “100% better’ after 239 cc. 
43 F Hypertrophic arthritis of both knees, 16 yrs. After 117 cc. able to wear regular shoes 
feet and fingers and walk erect 


55 F Atrophic G hypertrophic arthritis of 5 yrs. Continuing injections, but free of pain 
knees, sacroiliac, hands G wrists 
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as phosphatase* and cholinesterase. 
The phosphatases, at the site of cal- 
cification, split organic phosphoric 
esters, liberating inorganic phos- 
phorus. These phosphatases are pres- 
ent in muscle as well as bone. 
Magnesium imbalance has been 
associated with osteoporosis and the 
osteomalacia connected with rickets. 
But the action of Mg in the bone is 
in association with that of Ca, P and 
vitamin D. 
VITAMIN D 


Magnesium being a necessary part 
of the phosphatase enzyme, its re- 
lationship to calcification is evident. 
The maintenance of adequate con- 
centrations of these elements in the 
blood depends upon their absorption 
from the intestinal tract in adequate 
amounts, upon the presence of ade- 
quate quantities of the parathyroid 
hormone and vitamin D (which in- 
creases the absorption of calcium 
from the intestines and facilitates 
the deposition of Ca and P in the 
bones). 

In bone metabolism Mg has an im- 
portant role. Its ability to antagonize 
the Ca level for instance, is exemp- 
lified in osteoporosis. Patients with 
this disease exhibit an increased 
Mg level in bone,’ and a low Ca lev- 
el.'° Low Ca levels are produced by 
an elevated Mg level. 

The antagonistic action of Mg is 
also thought to be associated with 
osteomalacia. This disease is known 
to exhibit an elevated Mg level and 
a deficiency of bone Ca." 


2. MUSCLE CONTRACTION 


It has been stated in the section 
above, that Mg is necessary for the 
activity of certain phosphatases and 
8. Van Reen, R. and P. B. Pearson, J. Nut., 51, 

191, 1953. 

Georg Meyer Zu Horste, Experimental Rat Rick- 
ets III. Magnesium Rickets, Monatsschifte fur 
Kuderheilk 54, 203-11, 1932; Monier-Williams, 
G. W., Trace Elements in Food, pg. 298, John 
Wiley and Sons, New York, 1949; Wolff, R., 
Exposes Ann. Biochem. Med. 2, 138-60, 1939. 

10. Nut. Rev. 10, 97, 1952; Nut. Rev. Vol. 11: 7, 

1953. 

11. Hawk, P., Oser, B., and W. Summerson, Practi- 
cal Physiological Chemistry, pg. 224, 12th Edi- 
tion, The Blakiston Co., 1951. 
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that phosphatases exist in the muscle 
as well as in bone. Phosphatases are 
important in muscle glycolysis for 
making energy available for muscle 
contraction. 

Since Mg is an important compo- 
nent in aerobic glycolysis, in which 
large amounts of energy are made 
available for muscle contraction, it 
is to be expected that it will be 
found in muscle in large amounts— 
muscle as compared to other tissues 
is richest in Mg. Under repeated 
muscle contractions, Mg must be 
readily available, and so nature has 
seen to it that the amount of Mg in 
the muscle fiber undergoes only 
slight variations, regardless of 
muscle activity.’* 

With respect to the importance 
of minerals in muscular disorders, 
it is of interest to note that in trying 
to elucidate the mechanism respon- 
sible for the associated muscle pain 
and stiffness in myotonia congenita, 
workers determined the levels of Na, 
K, Ca and Mg. These levels showed 
no deviation from the normal. Yet, 
upon administering Ca and Mg, the 
pain and stiffness decreased.'* It 
was later suggested that a Mg de- 
ficiency is rarely demonstrated even 
though deficiency symptoms exist." 
These findings may have direct bear- 
ing on our studies, for spectrochem- 
ical data showed that the Mg level 
was only slightly: affected even 
though the patients showed clinical 
improvement with Traceamin 
(which contained Mg). 

Phosphorus also, is as important 
to muscle contraction as it is to bone 
metabolism. 


3. NEUROMUSCULAR IRRITABILITY 
The carbohydrate metabolism of 


nerve tissue is much like that of 
muscle.’ Like muscles, nerves con- 


12. Fenn, Cobb and Bloor, Am. Jr. Physiol. 121, 595, 
1938. 

18. Martii, Surala, Ann. Acad. Sci. Fennicae, Ser. 
A, V, Med. 19, 7-112, 1949. 

14. Martin, H. E., et al, M. Cl. North America, P. 
1157, 1952. Y 

15. Hawk, P., Oser, B., and W. Summerson, Practical 


Physiological Chemistry, 12th Edition, Pg. 258, 
The Blakiston Co., 1951. 
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sume oxygen and liberate heat to a 
greater degree following stimulation. 
It would be expected therefore that 
minerals which take part in carbo- 
hydrate metabolism in muscle are 
also important in nerve metabolism. 
It is well known that Mg and Ca 
play an important role in neuro- 
muscular metabolism, but other 
minerals are equally important. 

An increased level of Mg is known 
to have paralyzing effects on the 
neuroskeletal system.'® Here its an- 
tagonistic action on K is exhibited. 
This paralyzing action is produced 
either by an increased Mg level or a 
critical depletion of K.'" Experi- 
ments on dogs indicated that, while 
K does not completely prevent the 
neuromuscular paralysis produced 
by Mg, it antagonizes the respiratory 
changes. This suggests that a part of 
the paralytic effect and most of the 
respiratory effect is due to the de- 
pletion of K caused by Mg over- 
dose. 


4. MEMBRANE PERMEABILITY AND 
NEUTRALITY REGULATION 


There is evidence of altered mem- 
brane permeability in the rheumatic 
diseases. The increased Mg level in 
severe attacks of rheumatism is 
compared to mineral changes asso- 
ciated with sensitized animals.'* 
These animals exhibited a sharp 
drop in serum Na which occurred 
with a 170% rise in Mg. It was sug- 
gested that Na is displaced by Mg, 
thereby causing an alteration in ca- 
pillary permeability. 

Our main source of Na is NaCl 
which is very easily absorbed. The 
normal concentration of Na in the 
serum is 135-142 mEq. per liter; Na 
resides principally outside the cells. 
The body possesses a large reservoir 
of Na in the bones—the source of 
Na under stress. This cation plus 





16. Archives de Physiol. Norm et Path. 2: 113, 1896. 

17. ~~ Am. J. Physiol., 164, o ~~ 1951; ‘Smith, 
G., Arch. Biochem. 20: 473, 

18. Kalichman, = aa, Vaakh. 


Terapevt. 22:3, 84-5 
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other salts maintains the osmotic 
pressure and base equilibrium of the 
blood. 

A low Na has many other rami- 
fications. It is known to affect the 
K level of the blood, its depletion 
causing an increase in the K level. 
This mineral state is exemplified in 
herbivorous animals’ craving for 
salt, due to the fact that their food 
is so high in K. 

Ca, as well as Na, K and Mg, has 
a role in membrane permeability.’® 
But since the cell is not permeable 
to Ca, the latter is thought to have 
its effects at the cell surface. 

Specific relationships have been 
shown between the action of Ca, Mg, 
P and K in bone metabolism, mem- 
brane permeability, neutrality regu- 
lation, neuromuscular activity and 
in muscle contraction. We have 
stressed that the level of one ele- 
ment depends on the level of an- 
other, thereby suggesting that min- 
erals must exist in delicate balance 
if certain normal processes are to 
take place. 


5. ANEMIA 


Many aarthritic patients exhibit 
an anemia. The importance of min- 
eral interrelationships in the for- 
mation of hemoglobin therefore mer- 
its discussion. 

Iron (Fe) forms over 0.004% of 
the total weight, but it is classed as 
a trace element because the amount 
present in food is so small. Roughly 
man has 50 mg. of Fe in 100 ml. 
of his blood. Hemin is the parent 
substance of hemoglobin (Hb). Fer- 
rous heme combines with protein 
globulin to form hemoglobin, form- 
ing alternately, oxyhemoglobin and 
reduced hemoglobin. 

Since 1932, reports have shown 
that copper (Cu) is needed along 
with Fe in the formation of Hb.”° 
In 1953,7! Cu-deficient pigs, even in 


19. Duncan, G. G., 2nd Edi- 


STs. 
pg. 180, 1951. 


Diseases of Metabolism, 
tion, pg. 198, Ww. B. Saunders Co., 19 


20. J. B. iis 
21. Nut. Rev., 


95, 363, — Nut. Rev., 
il: 11, 
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ways 


to buy babys formula 


one product— 


containing all nutrients known to be 
essential for infant feeding, including ample 
“metered” multivitamins. Easy to use 
(needs only boiled water) — stable — and 
next to breast milk for uneventful feeding. 


@ minimizes the possibility of hyper- 
irritability caused by subclinical tetany 


@ minimizes the possibility of digestive 
upsets 


®@ minimizes the possibility of excoriations 
caused by ammoniacal urine 


Available through all drug outlets in 
1-lb. tins. 


and either way—it costs about the same 


@ BREMIL® formula costs no more than ordinary 
formulas requiring vitamin adjustment 


For samples and literature, write to: 


Fordens PRESCRIPTION PRODUCTS DIVISION @) 


© 350 Madison Avenue, New York 17 





the presence of adequate Fe, showed 
hypochromic microcytic anemia. 
Normoblastic hyperplasia of the 
bone marrow is also seen in Cu de- 
ficiency. The literature suggests that 
the role of Cu in incorporating Fe 
into hemoglobin is probably enzy- 
mic.?? 

Once hemoglobin is formed in the 
cell, the red cell becomes important, 
not only in its ability to combine 
with and carry O. as well as CO.”* 
but in its definite role in regulating 
the neutrality of the cell.** 

It is not difficult to visualize the 
ramifications of low Fe and Cu levels 
in the body. Since these elements are 
necessary in Hb formation, and Hb 
is important as an O, carrier, as well 
as in neutrality regulation, Fe and 
Cu may be said to affect these me- 
chanisms indirectly. 

Red cells contain a large amount 
of K, also 3 times more Mg than the 
serum.”> We are able to see how 
these elements, although each has 
a specific role, are dependent on the 
level of others. Although Hb forma- 


tion is more directly influenced by 
Cu and Fe levels, the red cell and 
Hb activities are dependent on Na, 
Mg, K, P and Ca, through their roles 
in membrane permeability, glycoly- 
sis and acid-base balance of the 
blood. 


RECENT REVIEWS ON THE 
RELATIONSHIP BETWEEN IONS 

Several recent reports have added 
significantly to our knowledge of 
the requirements of certain minerals 
in normal cell metabolism; also they 
have stressed relationships between 
ions as important criteria in normal 
cell function. The mechanism in- 
volved in the interaction between 
Ca, Na and K seems difficult to ex- 


plain. It was found earlier”® that Ca 


22. Monier-Williams, G. W., Trace Elements in 
Food, pg. 240, John Wiley and Sons, 1949. 

23. Hawk, Oser ‘and Summerson, Practical Physio- 
logical Chemistry, pg. 611, 12th Ed., The Blak- 
iston Co., 1951. 

24. Ibid. pg. 615. 

25. Wolff, Exposes Ann. Biochem. 


Med. 2, 138-60, 
1939. 
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and Mg are excreted by similar 
pathways and that the injection of 
large amounts of Ca brought about 
the increased excretion of Mg, ac- 
centuating the deficiency. In 1936 
it was reported** that a larger 
amount of Mg is required to prevent 
the symptoms of a deficiency of this 
element as the Ca intake is in- 
creased. A possible K-Mg antagon- 
ism was suggested,?* high levels 
of K causing a marked depression 
in growth and a somewhat lowered 
Mg level in the blood. Recent work 
showed that high levels of either Ca 
or K, or both, hastened the onset of 
severe Mg deficiency symptoms in 
3-4 days. The feeding of high Ca 
levels increased mortality rates. 
Large amounts of K in the feed pro- 
duced a marked slowing of growth. 
A combination of large amounts of 
Ca and K increased mortality and 
decreased growth and_ thereby 
markedly decreased the Mg blood 
level.?® 

Extensive research in 1949 
stressed how an excess of one ele- 
ment affected the utilization of oth- 
ers. Experiments conducted on nor- 
mal adults 24 to 28 years of age 
showed a mutual antagonistic effect 
of Ca, Mg, P, Fe and Mn in metabo- 
lism; that a large intake of any one 
of these elements increased the elim- 
ination of the others, and in some 
cases caused a negative balance. 
These results suggest that if min- 
erals are to be used therapeutically, 
they must be given in appropriate 
combination rather than separately. 

Hayes et al®® found a pattern of 
Mg and Na retention and increased 
urinary excretion of K. There was 
evidence that, in postoperative cases, 
ACTH regulated the excretion of 
Mg. 
26. Mendel and Benedict, Am. J. Physiol. 25: 1, 1909. 
27. Tufts and oe, seme Soc. Experim. Biol. 


and Med. 34: 292, 
28. a Proc. 5: 240, 1946: Arch. Biochem. 


20: 473, 
1949 

29. Colby and Frye, Am. J. Physiol. 166: 
1951 
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30. Haynes et al, Ann. Surg., 136: 659, 1952. 
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The Finished Product—cs— The Raw Material 


In Gallbladder Therapy 


For therapeutic superiority in gallbladder 
management, Nubilic assures beneficial 
hydrocholeresis, since Nubilic contains 
Each tablet contains: not a mixture of bile salts or acids, or 


PURE cholic acid, but the full dosage of 
DEHYDROCHOLIC pure dehydrocholic acid, 


ACID the ultimate product in bile processing. 
0.25 Gm. (3°4 gr.) The therapeutic value of the other oxi- 
dized bile acids is not clearly known, but 
° it is known that pure dehydrocholic acid 
definitely stimulates secretion of bile 
BELLADONNA which is low in solids. 
8 mg. (% gr.) 
e For comprehensive action, Nubilic con- 
tains 
PHENOBARBITAL belladonna and phenobarbital, 


8 mg. (% gr.) to reduce biliary spasm, relax the sphinc- 


ter of Oddi and thereby encourage free 
flow of bile into the duodenum. 


Bottles of 25, 50 and 100 tablets. 


. 


NUBILIC 


HOBART LABORATORIES, Inc. 


CHICAGO 10, ILLINOIS, U.S.A. 





Throughout this report it has 
been shown that Mg deficiencies are 
often difficult to determine, for al- 
though signs of Mg deficiency seem 
to occur, low Mg values are not in- 
dicated. Inversely, low levels of Mg 
occasionally exist without signs of 
Mg deficiency.*! But the authors 
suggest that, regardless of the serum 
levels, gross tremors or delirium in 
patients receiving prolonged paren- 
teral fluid therapy may respond to 
Mg administration. The authors be- 
lieve that Mg deficiencies may be 
more common than has been gener- 
ally appreciated. 


There seems to be no doubt that 
correction of mineral imbalance is 
vital for the prompt improvement 
of the patient’s health. 


DISCUSSION 


It has been suggested that a deli- 
cate balance exists between the var- 
ious minerals of the body. All body 
functions, whether bone metabolism, 
neuromuscular activity, hemoglob- 
in formation, neutrality regulation, 
or muscle contraction, etc., are de- 
pendent on mineral balance. A de- 
ficiency in even a single mineral 
gives rise to disturbances which may 
affect many body functions. 

With the elucidation of the need 
for minerals in enzyme systems, and 
the establishment of the roles of 
enzymes in all cell processes, the 
clinician is better able to understand 
the significance of fluctuations in 
mineral balance. An example of this 
is cited in a report on the relation- 
ship between myotonia congenita 
and certain minerals. It was found 
that Ca and Mg administration re- 
lieved the associated pain and 
muscle stiffness. The authors rea- 
soned that since both Mg and Ca 
are activators of cholinesterase, and 
since the cholinesterase activity is 
low in this disease, Mg and Ca may 


Sl. Flink, FE. B., et al, J. Lab. and Clin. Med., 43: 
169, 1954. 
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be expected to give symptomatic re- 
lief. 


SUMMARY 


1. Following the administration of 
a new mineral combination in 35 
patients having rheumatoid, osteo- 
mixed or gouty arthritis, general- 
ized atherosclerosis, or bursitis, 
beneficial results were attained in 
every case. 
2. The results of this investigation 
and reviews of data show the im- 
portance of maintaining the normal 
balance of minerals for all body 
functions. 
3. The mineral combination contains 
several elements normally found in 
the plasma or serum. 
4. Patients with arthritis, when 
treated with this mineral combina- 
tion show definite changes in serum 
levels of inorganic constituents dur- 
ing the treatment phase, and these 
changes in concentration are related 
to the clinical improvement of the 
patient. 
5. Its therapeutic value is due to 
the influence of these minerals on 
the many enzyme systems which 
control the normal functioning of 
every cell. 
6. The spectrochemical data, when 
correlated with the patient progress 
reports, appears to bear out the hy- 
pothesis that arthritis and related 
conditions are often associated with 
a disturbance in mineral balance. 
The mineral combination favorably 
affects this imbalance. 
7. An imbalance of one mineral may 
not only affect other minerals, but 
may influence many body functions. 
This combination of minerals ap- 
pears to be an effective antiarthritic 
therapeutic agent. Further in vivo 
and in vitro studies should furnish 
more specific information on the 
etiology, pathogenesis, and treat- 
ment of the rheumatic disturbances, 
which appear to be linked with 
general metabolic dysfunction. 
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Clinico-Pathological Conference 


Upper GI X-Ray series give no evidence of 
a mass. Chest films taken 1 month apart demonstrate free 
air beneath each side of the diaphragm. 





S. PETER SARRIS, M.D.,* Boston, Massachusetts 


The history is straightforward and 
simple; the description of the physi- 
cal examination is about the short- 
est I have read in a clinicopatholo- 
gical case—only one abnormality, 
the absence of liver dullness. The 
laboratory findings are not complex. 

This man had a known ulcer, did 
not feel ill, had lost no weight. had 
no fever and had a normal pulse; 
yet he had some alarming x-ray 
findings. Gas-with a fluid level be- 
low the diaphragm bilaterally al- 
ways raises the question of whether 
it is free air. Gas beneath the right 
leaf of the diaphragm is almost al- 
ways free, occasionally the bowel 
moves up between the liver and the 
diaphragm, giving an x-ray picture 
suggesting free gas beneath the left 
leaf. May we see the x-ray films? 


*Clinical associate in surgery, Massachusetts Gen- 
eral Hospital 
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Dr. Stanley M. Wyman: I have 
selected films from the many GI 
examinations that this patient had 
during a 4-year interval. These films 
from the upper GI series show con- 
sistent shortening of the lesser curv- 
ature and spike-like barium protru- 
sions consistent with shallow craters, 
which heal and disappear at times. 
There may be some involvement of 
the base of the duodenal cap with 
scarring. These films give no evi- 
dence of a mass. These last two 
films of the chest, taken almost a 
month apart, demonstrate free air 
beneath each side of the diaphragm. 
I think there is no question that the 
air is lying around the loop of bowel 
under the left leaf of the diaphragm. 
On the right one can see the sub- 
stance of the liver outlined by the 
air. 
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Dr. S.: Are there lateral films with 
the patient lying on his back or 
side? 

Dr. W.: I do not believe so. I think 
this was a fluoroscopic observation. 

Dr. S.: Did the diaphragm move? 

Dr. W.: It moved normally. 

Dr. S.: I must accept Dr. Wyman’s 
interpretation that there really was 
free air under both leaves of the 
diaphragm, but one can be fooled by 
air in bowel between the liver and 
the diaphragm. That can be settled 
by a lateral x-ray film taken with the 
patient lying on his back or side. An 
essential point in this case is deter- 
mining whether there is truly free 
air. 

Dr. W.: I think it is definitely free 
gas. 

Dr. S.: What about the knob-like 
projections that were noted in a 
spot-film? 


Dr. W.: I think that it is a de- 


formity of the stomach and duoden- 
um from the previous ulceration. 
Dr. S.: Briefly to review the his- 


tory, 11 years before admission the 
patient had diarrhea which slowly 
cleared up. No abnormality was 
diagnosed then. He was fairly well 
until he had ulcer symptoms that 
were not typical, but the x-ray films 
showed shortening of the lesser 
curvature, pyloric stenosis and re- 
peated ulcerations. Seven years later 
a new symptom—the “terrible- 
smelling” belching — developed, 
which makes one think of gastrocolic 
fistula. A spontaneous gastrocolic 
fistula without previous surgery is 
generally due to carcinoma, whereas 
the gastrojejunal colic fistula occurs 
after posterior gastroenterostomy 
and subtotal gastric resections. 
There was no evidence of that. I 
am sure that stasis in the stomach 
(he had evidence of pyloric obstruc- 
tion) will explain that symptom. 
One month before admission came 
this bombshell: free air under both 
leaves of the diaphragm in a patient 
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who walked into the Out Patient 
Department and felt fairly well—so 
well that he did not come into the 
hospital until a month later. I as- 
sume that the x-ray film was ordered 
routinely by the out-patient exam- 
iner, that the patient was told to 
come back in a month and that the 
free air was discovered too late for 
the patient to be kept in the hos- 
pital. Dr. Wyman, can you show me 
the fluid level on the right side? 

Dr. W.: The fluid level is on the 
left side. The level on the right is 
not very impressive. 

Dr. S.: Two weeks before admis- 
sion the patient had sharp epigastric 
pain, with pain in the right shoulder 
that lasted 5 h.; that is consistent 
with an episode of sub-diaphragm- 
atic irritation. There was the state- 
ment that there was no abnormal 
trauma so that should eliminate one 
cause of pneumoperitoneum. At gas- 
tric aspiration only 70 c.c. of fluid 
was removed, but it is not known 
what pains were taken to make cer- 
tain that it was all removed. In this 
case there was evidence of remain- 
ing fluid, unless it reaccumulated 
very quickly, because soon there- 
after an upper GI series showed 
considerable fluid in the stomach. 
There was no free HC1. If only one 
analysis had been done I should not 
consider it of much importance. 
However, a true peptic ulcer is rare 
with persistent absence of free acid. 
There was a statement about ob- 
struction on x-ray examination, and 
in that condition free acid may dis- 
appear. 


A subtotal gastrectomy was plan- 
ned, but he left the hospital on the 
3rd day at his own request, which 
further confirms the fact that he 
was not very sick. 

The commonest single disease 
causing free air under the dia- 
phragm is a perforated ulcer, and 
we know he had an ulcer from pre- 
vious x-ray examinations. I cannot 
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DRAMAMINE IN VERTIGO 


Long recognized as a standard for the management 
of motion sickness, Dramamine® has become ac- 
cepted in the control of a variety of other clinical 
conditions characterized by vertigo. 


Labyrinthine Disturbance 
Recognized as Cause of Vertigo 


Vixtigo, according to Swartout, 
is primarily due* to a disturbance 
of those organs of the body that are 
responsible for body balance. When 
the posture of the head is changed, 
the gelatinous substance in the semi- 
circular canals begins to flow. This 
flow initiates impulses which are 
transmitted to the vestibular nuclei. 
From this point impulses are sent 
to different parts of the body to 
cause vertigo. 

Some impulses reach the eye 
muscles and cause nystagmus ; some 
reach the cerebellum and skeletal 
muscles and righting of the head 
results; others activate the emetic 
center to result in nausea, while still 
others reach the cerebrum making 
the person aware of his disturbed 
equilibrium. Vertigo may be caused 
by a disease or abnormal stimuli of 
any of these tissues involved in trans- 
mission of the vertigo impulse, includ- 
ing the cerebellum and end organs. 

A possible explanation of Drama- 
mine’s action is that it depresses the 
overstimulated labyrinthine struc- 
ture of the inner ear. Depression, 
therefore, takes place at the point 
at which these impulses, causing 
vertigo, nausea and similar disturb- 





SEARLE 


ances, originate. Some investigators 
have suggested that Dramamine 
may have an additional sedative 
effect on the central nervous system. 

Repeated clinical studies have 
established Dramamine as valuable 
in the control of the symptoms of 
Méniére’s syndrome, the nausea and 
vomiting of pregnancy, radiation 
sickness, hypertension vertigo, the 
vertigo of fenestration procedures, 
labyrinthitis and vestibular dysfunc- 
tion associated with antibiotic ther- 
apy, as well as in motion sickness. 

Any of these conditions in which 
Dramamine is effective may be 
classed as “‘disease or abnormal 
stimuli”* of the tissues including 
the end organs (gastrointestinal 
tract,eyes) and their nerve pathways 
to the labyrinth. 

Dramamine (brand of dimenhy- 
drinate) is supplied in tablets of 50 
mg. and liquid (12.5 mg. in each 
4cc.). It is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 
G. D. Searle & Co., Research in the 
Service of Medicine. 


*Swartout,R.,III,andGunther, K. :“‘Dizziness”: 
Vertigo and Syncope, GP 8:35 (Nov.) 1953. 












believe that this man could have 
been so healthy for three months 
with free air under the diaphragm 
from a perforated ulcer. Air and 
fluid under the diaphragm as the 
result of a perforated ulcer became 
encapsulated within 24 hr. It would 
be helpful to know whether the fluid 
was encapsulated throughout this 
time. He may have had a fistulous 
tract from the stomach after a per- 
forated ulcer and may not have run 
a fever or been very sick because 
the contents of the subdiaphrag- 
matic space continually emptied 
back into the stomach. 

This patient had pneumoperito- 
neum for at least 3 months. A rare 
condition that could result in a spon- 
taneous, recurrent, persistent pneu- 
moperitoneum is the so-called pneu- 
matosis cystoides intestinalis. This 
condition can occur in any part of 
the GI tract from the stomach down 
to the sigmoid, but appears more 
commonly in the terminal small 
bowel. In this disease air-pockets 
form in dilated spaces, probably 
lymphatics. The cysts can be con- 
fined to one area or can be spread 
throughout the entire GI tract and 
can vary in size from seedlike up 
to several cm. Not uncommonly 
these little cysts rupture and pro- 
duce pneumoperitoneum. The dis- 
ease is often associated with diar- 


Electrocardiography: A 12-Lead 
as a Routine Procedure 


In most of the current literature 
ECG 12-lead ECG’s are presented 
routinely as part of the clinical in- 
vestigation of patients suffering 
from cardiac disease. An exception: 
in certain cases of arrhythmias this 
many leads superfluous. In spite of 
this common practice in the larger 
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rhea, particularly in infants and chil- 
dren. This man’s diarrhea 11 years 
before admission may have been 
consistent with this disease, which 
has been found in patients of all 
ages, babies up to patients of 80. In 
infants it may be mucosal, submu- 
cosal or in the muscularis; in adults 
it is much more often subserosal. A 
fascinating point about this disease, 
and one I did not know about until 
I looked up the literature on about 
200 cases, is its frequent association 
with pyloric ulcer and stenosis. This 
association is so frequent that one 
author states that a spontaneous 
pneumoperitoneum and a _ pyloric 
ulcer and stenosis occurring together 
are pathognomonic of pneumatosis 
cystoides intestinalis. I shall, there- 
fore, make this my first diagnosis, 
possibly with an associated indepen- 
dent peptic ulcer, which, in view of 
the absence of free HCl may have 
been malignant. I believe, however, 
that the whole process may be ex- 
plained by that one disease. 


CLINICAL DIAGNOSIS 


Perforated peptic ulcer, with 
chronic pneumoperitoneum. 


Dr. S. P. Sarris’s DIAGNOSES 
Pneumatosis cystoides intestinalis. 
Peptic ulcer (possibly). 
ANATOMICAL DIAGNOSIS 
Pneumatosis cystoides intestinalis. 






centers it is to be noted that the ob- 
solete 4-lead ECG is still in use as 
a routine study in some hospitals. 
It is the purpose of this paper to em- 
phasize the need for routinely tak- 
ing 12 leads in most clinical situa- 
tions. 


R. R. Grayson, Missouri Med. 51: 191, 1954 
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ORIGINAL ARTICLES 


The Electrocardiograph as an Aid in Diagnosis 


The ECG has, within the last 
50 years, taken a place of great 
importance as a diagnostic tool 








FRANK A. MARSHALL, M.D., Weehawkin, New Jerse) 


The average office assistant read- 
ily learns the technique of the elec- 
trocardiograph, however, it is still 
better policy for the physician to 
take his own tracings. A _ con- 
ference of over 100 physicians 
registered approval on this as the 
better procedure. The psychological 
effect of the physician’s presence 
is highly desirable and _ lends 
credence to the belief that this 
procedure is an important one. Fur- 
ther, considerable variations occur 
in the placement of the chest 
leads. In women, this is of consid- 
erable importance and depends on 
the size of the breasts. Even the care- 
less use of electrode jelly may cause 
distortions, especially on the chest 
leads. It is impossible to analyze an 
electrocardiogram (ECGM) full of 


muscle tremors, alternating current 
induction, extraneous motions, wan- 
dering baseline as well as incon- 
stant, bizarre deflections. 


REQUIRES LITTLE CARE 


For the sensitive and delicate in- 
strument that it is, the ECG requires 
little care. Cleanliness of the elec- 
trodes and the lead wire terminals 
and replacement of the standardiza- 
tion batteries are the main routine 
chores. Both the string-galvonomet- 
er type and the electronic oscillo- 
gaph-amplifier type are rather stable 
and do not produce the variable re- 
sults and difficulties of the earlier 
machines. 

The ECG records electrical phe- 
nomena of the cardiac musculature 
and its neuromuscular conductive 
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system. The ECGM represents car- 
diac muscle voltage as modified by 
its distribution through the body. 
The leads connecting from the skin 
of the extremities and of the chest 
wall merely conduct their impulses 
to the ECG for amplification, timing, 
and recording. As these electrical 
phenomena are precursors of me- 
chanical contraction of muscle, it 
must be understood that the record 
is not of mechanical data of the 
heart, nor, except occasionally and 
indirectly, of the status of the valves 
of the heart. The amount of scleros- 
is of the coronary arteries is not de- 
terminable by this method, nor the 
amount of cardiac reserve. 

The basic properties of heart 
muscles are rhythmicity, irritability, 
conductivity, tone, and contractility. 

The ECG registers only electrical 
forces, and only the first three— 
rhythmicity, irritability and con- 
ductivity—are noted to be related to 
electrical effects. Disorders of 
rhythm can be studied with great 
precision with the ECG. Only in 
the realm of the supraventricular 
tachycardias does the ECG record- 
ing present problems. The study of 
the arrhythmias must include the 
course the impulse pursues through 
the conduction system and the 
muscles of the heart. The electrical 
impulse is accurately followed in 
its pathway. Accurate information 
is thus obtained relative to its: 

(1) Rate of impulse production 

(2) Site of impulse formation (e.g. 

— sinus, auricular muscle, 
atrioventricular node or ven- 
tricle muscle mass) 
Its conductivity and any in- 
terference with its conductiv- 
ity, including conductivity 
through the muscle masses. 

Although the elucidation of some 
arrhythmias is not clinically signifi- 
cant, considerable satisfaction re- 
sults from the knowledge that the 
cardiac investigation has been 


(3 


— 


thorough and no doubt exists. 
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Certain patterns of complexes 
have been empirically and original- 
ly correlated with cardiac muscle 
pathology. Variations in the electri- 
cal activity of the ventricular mus- 
culature can produce distinctive 
patterns, such as that of infarction. 
Unfortunately, several diverse caus- 
es can produce a similar pattern; 
hence, correlation with the history 
and physical examination are neces- 
sary to learn the condition of the 
heart. 


DISTINCTIVE PATTERNS 


Three types of patterns are quite 
distinctive, that of myocardial in- 
farction, that of bundle-branch 
block, and that of left-ventricular 
strain. Another group of three types 
of patterns are somewhat less dis- 
tinct but can, if correlated with his- 
tory and physical findings, be fair- 
ly accurately diagnostic: viz. cor 
pulmonale, pericarditis and prob- 
ably coronary insufficiency. 

The ECG does not predict an in- 
farction, but it can discover one af- 
ter it has been produced. The larg- 
er the infarction, the more readily 
it can be detected. Also, location in 
the anterior wall facilitates discov- 
ery. Posterior and inferior-posterior 
infarcts are not so readily detected. 
The diagnosis of myocardial infarc- 
tion is recorded on the ECGM. Cor- 
onary thrombosis is not directly 
diagnosed. In fact, infarction can be 
produced in the absence of a throm- 
bosis, e.g., by severe coronary in- 
sufficiency. It is the dead muscle 
mass which produced the distinctive 
alteration in the ventricular pattern, 
namely in QRS and ST-T waves. 

ECGM evidence of myocardial in- 
farction may not be immediately 
evident. Gradually developing cor- 
onary impairment. and thrombosis 
may give equivocal results initially, 
emhasizing need of serial tracings. 
Within 48 hours generally, in near- 
ly every case within a week, the 
tracing should be fairly definite. At 
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least 12 leads are required to thor- 
oughly cover the myocardial sur- 
faces. Also, the infarct must involve 
the entire thickness of myocardium, 
io be readily recorded as typical. An 
understanding of the depolarization 
and repolarization of the ventricular 
musculature is extremely helpful 
in elucidating these infarction pat- 
terns. 

For the present, it is sufficient to 
understand the following basic con- 
cepts: (1) An infarct consists of a 
central area of necrotic muscular 
tissue (coagulation necrosis). This 
is indicated by a Q wave produced 
by transition of the sub-endocardial 
negativity through the “window” of 
the dead tissue. (2) This central zone 
of coagulation necrosis is surround- 
ed by a partially damaged area, pro- 
ducing electrically the “current of 
injury.” This records as elevated ST 
segment changes, if the electrode is 
near the site of injury. 3) A more 
extensive zone—ischemic and anoxic 
muscle — surrounds this partially 
damaged muscle and is identified in 
“coronary T 


the ECGM by the 
wave,” which has inverted symmet- 
rical shoulders. 


ABNORMAL Q WANE 


Of all these, only the abnormal Q 
wave is specifically diagnostic of 
myocardial infarction because it in- 
dicates muscle necrosis. ST changes, 
while suggestive and distinctively 
present, may also occur in inflam- 
mations (pericarditis) and trauma. 
Recently, considerable doubt as to 
the significance of ST depressions 
has been expressed. Mitchell et al.' 
feel that “depression of the ST seg- 
ment and inversion of the T wave 
of the ECGM are often transient and 
unassociated with basic alterations 
in cardiac muscle. Such changes 
have been noted in response to stim- 
uli producing anxiety, particularly 
in the emotionally unstable.” 


1. Mitchel, J. H., Shapiro, A. P. American Heart 
Jl. 48: 323, 1954. 


One method of production, the re- 
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ciprocal effect, is well known and 
well substantiated. It consists of de- 
pression of ST segment at the site 
of an electrode placed over normal 
cardiac muscle roughly opposite in 
position to a segment of heart muscle 
badly damaged and displaying an 
area of marked ST section elevation. 
This observation substantiates or- 
ganic disease as its cause. Difficulty 
exists in establishing a cause or 
causes for ST depressions not as- 
sociated with a reciprocal elevation. 
These functional changes can be 
produced by (1) angina pectoris, 
(2) the location in areas just peri- 
pheral to an area of injured myo- 
cardium, (3) any other source of 
ischemia occurring in the superficial 
layer of the myocardium. 

T wave changes, the commonest 
ECGM variant, both physiological- 
ly and pathologically, can be of ex- 
tracardiac or intracardiac causation. 
Nervous factors, drugs (especially 
digitalis), electrolyte changes (K 
and Ca) and even drinking cold 
water can create T wave alterations. 
The T wave is not a reliable criterion 
for specific diagnosis, but should 
alert the clinician as much as should 
fever or dyspnea and prod him to 
search further for the cause. 


HELPFUL IN DETERMINING PROGNOSIS 


The ECGM serves another useful, 
though partial, function in the study 
of the progress of a cardiac case of 
coronary sclerosis or insufficiency. 
Rapid changes in tracing, within two 
or three weeks, indicative of a re- 
turn to normal suggests less perma- 
nent damage or possibly a reversible 
state of affairs. It may also indicate 
a rapidly established collateral cir- 
culation, usually of a small zone or 
area. These changes consist primar- 
iv of ST and T wave alterations. 
Even in a well established case of 
myocardial infarction, ECGM 
changes occur for 3 to 6 months and 
often in the second vear. These do 
not necessarily parallel the clinical 
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course. Hence, prognosis based en- 
tirely upon the ECGM is hazardous. 
The persistence of elevated ST and 
typical coronary T wave may sug- 
gest the formation of a myocardial 
aneurysm. Subsequent additional in- 
farcts can often be diagnosed by 
these tracings. It is important to 
compare each tracing with the pre- 
vious ones. Atypical tracings often 
result and require considerable 
study for clarification. A good his- 
story is very helpful under these 
circumstances. 

Physicians referring cases for 
ECG study, should include a care- 
ful history and record of physical 
examination, and should state the 
amount and dates of drug medica- 
tion, particularly digitalis and quin- 
idine. Digitoxin is one of the slowest 





to be excreted whereas digoxin is 
is about the fastest. The natural leaf 
of digitalis is excreted moderately 
slowly. 

SUMMARY 


The ECG is a very useful instru- 
ment with which to obtain informa- 
tion of the state of the cardiac 
muscle and of the rate and 
rhythm of the heart. Because the 
posterior and inferior surfaces can- 
not be explored as adequately as 
the anterior, further study and cau- 
tion must be advised when these 
areas are involved. History and 


physical examination then become 
as important as the tracing in the 
complete heart study. The ECGM 
is a recording of the electrical status 
of heart muscle and its conductive 
tissues. Therein exist its limitations 
and its virtues. 





The best treatment for constipation 






Chobile enables you to re-establish normal colonic func- 
tion in chronic constipation—the common complaint 
in middle and advancing years. With Chobile you can 
break the vicious laxative habit. 

Chobile contains necessary cholic acid conjugates which 
maintain water balance to prevent dehydration of the 


stool and favor normal peristalsis. 


depends on proper dosage 


Begin with 3 or 4 tabules with meals until a soft, putty- 





Each Chobile tabule contains: 


Cholic Acid (conjugated as sodium glycocholate and 
sodium taurocholate) 


Ketocholanic Acids 


Bottles of 50, 100, 500 and 1000 tabules. 


Write for generous trial samples. 


IRWIN, NEISLER & COMPANY . 
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like stool is obtained. Reduce dosage accordingly. In 
severe cases, an enema should precede Chobile therapy. 


1% gr. 





DECATUR, ILLINOIS 








CLINICAL MEDICINE 































T 


4 


r 
a 


it tiv i- 2 ij; -. 


HU eae 


To Distinguish Between Common and Acute 
Surgical Conditions of the Abdomen 


Anorexia is the most common symptom 
of appendicitis, if mild; nausea, if moderate: 
but vomiting if severe 


H. J. MUENDEL, M.D., 


Seven disease conditions are re- 
sponsible for the majority of such 
cases; of these, 5 are intraperitoneal 
— acute appendicitis, acute cholecy- 
stitis, acute pancreatitis, perforated 
peptic ulcer, intestinal obstruction; 
one is extra-peritoneal—renal colic; 
and one is extra-abdominal — acute 
myocardial infarction. 

An acute abdominal condition is 
one in which pains persist for as 
long as 6 hours, the patient previous- 
ly having been fairly well. Morphine 
should not be used until there is 
some certainty in diagnosis. 

Idiopathic intussusception occurs 
most commonly in a child less than 
2 years of age, appendicitis more of- 
ten in young adolescents and adults. 
Obstruction of the bowel by cancer 
is rare before 30, infrequently be- 
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Louisville, Kentucky 


fore 40, most commonly after 40. 
Perforated peptic ulcer is very rare 
under 15. Cholecystitis and twisted 
ovarian pedicle may occur in child- 
hood, but are more common in adult 
life. The exact time of onset is im- 
portant. Perforated ulcer and acute 
pancreatitis are the only two abdom- 
inal conditions which commonly 
make a man faint. In a male with 
severe abdominal pain, the first 
thought is acute appendicitis or per- 
forated ulcer; in a female, think of 
an ectopic pregnancy that has rup- 
tured. The location of the pain at 
its beginning, whether it shifts or 
localizes, how severe the radiation, 
and whether it is influenced by res- 
piration, should be ascertained. 
Vomiting except when caused by 
too great an intake of alcohol or 
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dietary indiscretion, may be due to 
one or more of three causes: 

(1) Severe irritation of the nerves 
of the peritoneum or mesentery, as 
in perforation of ulcer or of a gan- 
grenous appendix, or torsion of an 
ovarian cyst pedicle. 

(2) Obstruction, as of bile ducts, 
ureter, uterus, or intestine itself. 

(3) The action of absorbed toxins 
on the medullary center. 

It is always important to question 
about constipation and diarrhea, and 
in a female, inquire about the men- 
strual cycle; also whether there 
have been other similar attacks, any 
previous operation, or what familial 
tendencies. 

Marked pallor, lividity and per- 
spiration suggest shock of acute per- 
forated ulcer, acute pancreatitis, or 
acute strangulation of the intestine. 
Deathly pallor suggests hemorrhage, 
ruptured ectopic pregnancy, or acci- 
dent, however, a patient with per- 
forated ulcer may not appear sick 
at all. 

In ureteral colic, or gallbladder 
colic, or myocardial infarction, the 
patient is extremely restless. In case 
of hemorrhage, the legs are flexed 
and tension of the psoas and recti 
muscles is relieved. 


ABSORPTION OF TOXINS 


One can have a perforated ulcer 
with either a rapid or slow pulse. 
The respiratory rate, is important in 
differentiating abdominal and thor- 
acic conditions. In practically all 
surgical abdominal conditions, the 
t. is near normal, or subnormal; 12 
to 24 hours later it may rise to 100°, 
especially in perforations of viscera. 
Occasionally, absorption of toxins 
will bring the t. down to normal, or 
below. In high t. think of the thorax 
and kidney. Clean tongue and slow 
pulse speak of renal colic. 

Hernial orifices should be exam- 
ined, special attention directed to 
the femoral canal, particularly in 
obese, flabby individuals. Notice res- 





piratory movements of the abdom- 
inal wall. 

Muscular rigidity is a relative 
term. Some patients will present an 
abdomen that is very rigid, without 
much tension. Do unimanual or bi- 
manual palpation of the loins to de- 
termine kidney infection. Iliopsoas 
rigidity is reliable for determining 
the position of the diseased appen- 
dix — easily observed by having the 
patient lie on the left side and ex- 
tend the right leg: if this provokes 
pain, the appendix rests on the 
fascia of the iliopsoas muscles. 


APPENDICITIS 


An important test for acute ap- 
pendicitis is the obturator test. Have 
the patient lie on the bed and flex 
his leg; rotating or abducting the 
thigh stretches the obturator inter- 
nus and provokes pain, indicating 
the appendix is in the pelvis. Ex- 
amine the pupils and knee jerks — 
tabes dorsalis. Examine urine, and 
b.p. and listen for peristalsis in all 
cases. 

Acute appendicitis is seen most 
often in man below the age of 40. 
Cholecystitis is more frequent in 
women past 40. Ask 2 questions: 
“Where was the pain when it start- 
ed?”, and “Where does it hurt 
now?” The pain is at first general- 
ized, later localizes to the r.l.q. 

Anorexia is the most common 
symptom of appendicitis, if mild; 
nausea, if moderate; vomiting, if 
severe. Diarrhea and chills in less 
than 1%. Constipation is the rule. 
If there is fever in suspected cases 
of appendicitis, you may be sure 
there is perforation with peritoneal 
infection. (Children are an excep- 
tion — they develop fever at the 
slightest provocation.) 

If the r. rectus is rigid and the 1. 
not, you must suspect a tumor or 
abscess below the r. rectus. Have 
the patient raise the leg, and both 
recti will become contracted. The 
iliopsoas and obturator tests will lo- 
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cate the diseased appendix, whether 
sub-peritoneal, retrocecal, or in the 
pelvic cavity. 
VARIOUS PAINS 


When a patient with cholecystitis 
complains of constant pain, the 
pathology is probably edema. Col- 
icky pain indicates an obstruction. 
Pain in the gallbladder is usually 
in the r. subcostal region, but may 
be referred to the stomach, which 
responds by pylorospasm, midgastric 
spasm, or cardiospasm. Pylorospasm 
may be confused with peptic ulcer. 
Midgastric spasm can be confused 
roentgenologically with carcinoma. 
Fpigastric or substernal pain in car- 
diospasm may suggest coronary di- 
sease. 

Pain in the gallbladder area ra- 
diates along the 7th intercostal 
nerve, to the tip of the r. scapula, 
or interscapular area. But if the gall- 
bladder perforates, with leakage into 
the peritoneal cavity in the area of 
the diaphragm, pain is referred 
along the phrenic nerve. 

Hyperesthesia is determined by 
picking up the abdominal skin and 
letting it drop. Hyperesthesia above 
the umbilicus suggests gallbladder 
disease, below it, acute appendicitis. 

Perforated peptic ulcer is rare in 
females; almost always a previous 
history of ulcer, or hemorrhage, yet 
the onset may be perforation. In a 
perforated ulcer severe pain (comes 
after eating), profuse perspiration, 
shock, rigidity of abdomen and 
shock syndrome. Peritonitis also 
causes paralytic ileus, with absence 
of peristaltic waves, as determined 
by auscultation. 

Acute pancreatitis appears in one 
or two forms — edematous (usually 
improves without treatment in 48 
h..), and hemorrhagic (produces fat 
necrosis and becomes progressively 
worse). It is usually associated with 
common bile duct spasm, stones in 
the duct, swelling and stasis. The at- 
tack almost always follows the in- 
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gestion of a heavy meal. There is 
severe and sudden pain, which ra- 
diates downward like an inverted 
fan. Patient with acute pancreatitis 
will sit up, or lie on his abdomen to 
relieve pressure. Ask the patient to 
lie on his back and he will promptly 
refuse. The patient is in shock, cold 
and clammy, with a rapid, thready 
pulse. Local epigastric tenderness is 
almost always present, board-like 
rigidity between the xiphoid and 
umbilicus. The serum amylase is 
strikingly elevated. 

Strangulated hernia causes 50% 
of intestinal obstructions. The re- 
mainder intussusception (in chil- 
dren under 2), carcinoma of the 
large bowel (in individuals over 40), 
and obstruction of bands, volvulus, 
or adhesions in patients having had 
operations for gangrenous appendix, 
gunshot wounds, etc. The general 
symptoms of intestinal obstruction 
are pain, shock, vomiting, inability 
to pass feces or gas, and a moderate 
to considerable amount of distention 
with tenderness and visible peris- 
talsis. 

PARAPLEGICS PRONE TO RENAL CALCULI 

Renal colic may be caused by a 
stone, a small clot, or debris or 
kinking at the ureteropelvic junc- 
tion, often a previous history. Para- 
plegics are particularly prone to re- 
nal calculi. Pain in the lumbar re- 
gion radiates down to inner aspect 
of the thigh. Restlessness, vomiting, 
frequency of urination usually, 
sometimes dysuria. The pain may 
disappear. Strangely, patients with 
renal colic have bradycardia. Most 
important is tenderness in the area 
of the 12th rib was hyperesthesia 
in this area. 

Coronary occlusion occurs most 
often in individuals over 40, fre- 
quently radiation to the epigastrium, 
but it does not localize. There may 
be a pericardial frcition rub, rales in 
the lungs, evidence of cardiac 
failure. The ECG is often diagnostic. 
Jour. Med. Soc. of N. J. 41:46, 1954. 
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CURRENT LITERATURE 


Auscultation of the Heart Still Important 


wm 


After brief experience the physician 
gains a general impression as to how loud the 1st 
and 2nd heart sounds should normally be 


S. A. LEVINE, M.D., Clinical Professor of Medicine, Harvard Medical 


School 


The first heart sound is mainly if 
not entirely due to closure of the 
mitral and tricuspid valves. The 
second heart sound is due to clo- 
sure of the aortic and pulmonary 
valves. After a brief experience one 
gains a general impression as to how 
loud these sounds are likely to be 
under normal circumstances. They 
obviously will be decreased if the 
chest is obese or emphysematous or 
if there is a marked pericardial ef- 
fusion. The sounds will be fainter 
than normal if the systolic contrac- 
tion is feeble, as occurs in some 
cases of acute coronary thrombosis, 
myxedema or in some moribund in- 
dividuals. 

If the ventricles contract abrupt- 
ly, as occurs in hyperthyroidism, 
some cases of anemia, with certain 


fevers or nervous states, the first 
sound may be accentuated, as the 
valves are snapped back more brisk- 
ly. If the A-V valves are deep in the 
ventricles at the time of ventricular 
systole, the first sound will be ac- 
centuated. If at a more nearly closed 
position before ventricular systole, 
the sound will be diminished. The 
inference is that the intensity of the 
first sound will depend on the in- 
terval between A-V systole or P-R 
time of the ECG. When this inter- 
val is shorter than normal, the sound 
will be accentuated; when the in- 
terval is longer the sound will be 
diminished in intensity. We there- 
fore have a simple auscultatory 
method of judging the P-R interval 
and at times that first degree heart 
block or other disturbances in 
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rhythm are present. It can be gen- 
erally stated that when the time re- 
lation between auricular and ven- 
tricular contractions vary in differ- 
ent cycles the loudness of the first 
sound will vary, and when it is con- 
stant the first sounds will all be 
alike. 


Illustrations: A middle-aged man 
complained of having fainted a few 
months before. He was otherwise 
well, able to work. Examination re- 
vealed no hypertension, cardiac 
murmurs or enlargement. The only 
abnormality was a very faint first 
heart sound. This simple observa- 
tion, entirely overlooked by many 
observers, led to the suspicion of 
first-degree block. A subsequent 
ECG revealed that the P-R inter- 
val was 0.22 seconds and later it was 
learned that he had been observed in 
another hospital after the synocopal 
attack and found to have transient 
complete heart block. In another in- 
stance the detection of an accen- 
tuated first sound, not explicable 
otherwise, led to the diagnosis of a 
very short P-R interval. Patients 
with short P-R intervals with no 
evidence of structural disease are 
prone to spells of paroxysmal auri- 
cular tachycardia or fibrillation. 

When the apical first heart sound 
is accentuated, apart from the pos- 
sibility of a short P-R interval, it 
should always impel the physician 
to search diligently for further evi- 
dence of mitral stenosis, as it often 
is its first indication. One would 
then ascult more carefully with the 
patient in the left lateral position or 
after a brief physical effort trying 
to detect a short presystolic or mid- 
diastolic murmur. Occasionally an 
accentuated first sound has been 
the main clue that led to a diagnosis 
of thyrotoxicosis that otherwise had 
not been suspected. 


The second sound at the apex is 
of little clinical significance. At the 
base it reflects the pressure in the 





two parts of the circulation. An ac- 
centuated pulmonary second sound 
indicates increased pressure in the 
pulmonary artery and that of the 
aortic second sound signifies in- 
creased aortic pressure. A decided- 
ly decreased or absent aortic second 
sound is frequently noted in aorted 
stenosis. Similarly the pulmonary 
second sound may be decreased 
with stenosis of that valve. 


GALLOP RHYTHM 


There are conditions in which 
three instead of two distinct heart 
sounds can be heard, generally in 
the apex region — a canter triple or 
gallop rhythm. When the extra or 
third sound occurs in diastole it is 
almost always pathologic, but when 
in systole it is benign. It may be dif- 
ficult to distinguish the one from 
the other by auscultation and at 
times the decision can only be made 
by graphic methods. Occasionally, 
by placing the stethoscope higher 
and higher up from apex to base and 
observing which one of the three 
sounds disappears on approaching 
the base of the heart, one is able to 
decide. Gallops often disappear at 
the base and there remain the two 
normal sounds. If the extra sound 
that gradually disappeared was 
heard to occur between the two 
sounds, it must have been a benign 
systole gallop. Another third sound 
that resembles a protodiastolic gal- 
lop is the opening snap so com- 
monly heard in mitral stenosis. This 
is an apical third sound coming 
well after the second sound. 

It will be found useful to note the 
intensity of murmurs, especially the 
systolic murmur. Grade-one is gen- 
erally not heard during the first few 
cycles of auscultation. The loudest 
can be heard even with the stetho- 
scope removed from the chest wall, 
and is grade-six. Grade two to five 
are in between. 


Grade-one or-two are frequently 
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inconsequential. The systolic mur- 
murs of aortic stenosis may be faint, 
grade-one or -two, in a_barrel- 
chested individual with emphysema 
and quite loud, grade-three to -six, 
in a flat-chested patient. 

Murmurs are transmitted in all 
cirections, particularly well through 
bone. The emphasis on transmis- 
sion through or with the blood 
stream is not valid. 


AORTIC-PULMONARY WINDOW 


The continuous machinery mur- 
mur best heard at the pulmonary 
area means patent ductus arteriosus 
or an aortic-pulmonary window. The 
apical rumbling diastolic murmur 
with presystolic crescendo, followed 
by an accentuated first sound, is 
rarely due to any other condition 
than mitral stenosis. Auscultatory 
findings are less striking in many 
instances where these same lesions 
are present. 


To detect the diastolic or presys- 
tolic murmur of mitral stenosis it 
may be necessary to auscult with 
the patient lying in the left lateral 
position or after a brief effort. If 
this is not done many cases will be 
overlooked. Likewise a faint basal 
diastolic murmur of aortic insuf- 
ficiency may be overlooked if aus- 
cultation is not carried out with the 
patient upright and during a held 
expiration. There are many mur- 
murs that may remain unexplained 
or are puzzling but the first chal- 
lenge is to detect them, and that may 
require great care and experience. 


Most irregularities of the heart 
beat can be identified with a high 
degree of accuracy by simple auscul- 
tation. Confidence in such diagnosis 
can only be attained if the physician 
frequently verifies his clinical find- 
ings by means of the ECG. The more 
this is done, the less will ECG proof 
be necessary. 


It is generally a simple matter to 
recognize ordinary complete heart 
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block. When the auricles and ven- 
tricles are beating independently, 
the ventricular rate is generally slow 
and regular (30 to 45 per min.). The 
pathognomonic finding, however, is 
a changing intensity of the first 
heart sound. This necessarily will 
occur as the time relations between 
auricular and ventricular contrac- 
tions will vary in different cycles; 
when the P-R interval is very short 
(0.04 to 0.08 seconds) the sound will 
be loud (bruit de canon) and when 
it is long (0.21 seconds or more) it 
will be faint or even inaudible. With 
these findings the diagnosis of com- 
plete heart block is almost certain 
even if the heart rate is 50 or 60. 


AURICULAR FLUTTER 


If an irregularity is due to prema- 
ture beats or sinus arrhythmia, the 
heart beat may temporarily become 
more rapid and regular after a brief 
effort, whereas if the irregularity 
were due to auricular fibrillation the 
gross arrhythmia would persist 
while the rate accelerates. The same 
is true of auricular flutter with an 
irregular ventricular rate. Here also 
the rhythm may become quite regu- 
lar for some seconds after 25 hops 
or on bending up and down in bed 
several times. Finally, methods of 
stimulating the vagus nerve, such 
as holding a deep breath or massage 
of the carotid sinus, may help in 
the diagnosis of cardiac arrhythmias. 
There is no other condition apart 
from paroxysmal auricular tachy- 
cardia in which the heart rate will 
suddenly drop from a very rapid 
regular rhythm to a slow normal 
rhythm and remain so. It behooves 
every physician to train himself to 
obtain all the information possible 
from such a simple instrument. It 
will often make the difference be- 
tween a correct and an incorrect 
diagnosis and occasionally between 
life and death. 


The Heart Bulletin, Jan.-Feb., 1954, 
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Treatment of Migraine 


CURRENT LITERATURE 


Most effective symptomatic treaiment 
appears to be oral or rectal use of 
ergotamine tartrate and caffein 





A. P. FRIEDMAN, M.D., New York, New York 


Symptomatic treatment is most 
effective by oral or rectal use of 
ergotamine tartrate and caffeine. 
The rectal route has proved to be 
most efficacious. For each attack the 
average initial oral dose (each tab- 
let ergotamine tart. 1 mg. and caf- 
feine 100 mg. (Cafergot) is 2 tablets, 
followed by 1 tablet at * h. inter- 
vals until the necessary effect is 
prcduced, or to a total of 6 tablets. 
The minimum effective dose must 
be determined for each patient. In 
some cases the initial dose may be 1 
tablet, in others 4 may be necessary 
at the first sign of a headache. The 
severity of attacks varies from time 
to time in each patient, also from 
patient to patient, and hence re- 
quires some adjustment of dosage. 
The average rectal dose is 1 sup- 
pository (ergota. tar. 2 mg. and caff. 
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100 mg.) q. % h., a total of 3 sup. 
if necessary. 

The maximum dese of ergotamine 
— 10 mg. in any one day (10 tablets 
or 5 suppositories) — should not be 
given more than once weekly. Not 
more than 0.5 mg. subcutaneously 
or 0.25 mg IV should be adminis- 
tered in a single week. 

Many failures result from too low 
a dosage or administration too late. 


SIDE EFFECTS 


Side effects may include nausea, 
vomiting, tingling of hands and feet, 
pains in the neck, thighs and abdo- 
men and substernal oppression. In 
some cases a carefully taken history 
reveals that these symptoms are the 
part of migraine and not due to the 
medication. Muscle spasm of the ex- 
tremities can be ameliorated by 
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massage or exercise. Nausea and 
vomiting and intestinal spasm may 
be relieved by atropine, 1/100 gr., 
before or during the administration 
of the medication. 

None of these symptoms, if tran- 
sient, contraindicate the use of the 
drug in the absence of infection. If 
persistent paresthesias, substernal 
oppression or pains in the abdomen 
or extremities develop, the therapy 
should be discontinued. Ergotamine 
is contraindicated in organic heart 
disease, obliterative vascular di- 
sease, hypertension, pregnancy, hep- 
atic disease and septic states with 
IV foci. 

Some patients tolerate ergotamine 
tartrate poorly, and the use of di- 
hydroergotamine methanesulfonate 
(D.H.E. -45) is indicated. Dihydro- 
genation of ergot reduces the vaso- 
constrictive action. For equivalent 
effect doses twice those of ergota- 
mine tartrate. It can only be admin- 
istered parenterally and, like ergo- 
tamine, must be given as early as 
possible in the attack. Usual dose 
is 1 mg. IV or subcut. to be re- 
peated in an hour, if necessary. Con- 
traindications are the same as for 
Cofergot. 

Vasodilators are of little value. 
Analgesics and sedatives are some- 
times indicated if the headache has 
been present long enough for edema 








a FAVORED Menstrual Regulator 


| 2 Ergoapiol (Smith) with Savin contains all the active alkaloids of whole ergot, to- 


to develop, in which case the vessels 
become firm and tortuous. In these 
cases codeine phosphate (60 mg.) 
is indicated, with or without Sodium 
Amytal (0.2 mg.) or Seconal (0.1 
gm.) 


PSYCHOTHERAPY 


Psychotherapy is directed toward 
relief of the emotional tension and 
stress that is the precipitating fac- 
tor in the attack. The emotional re- 
lation of the patient to the physician 
dominates the treatment. Concern- 
ing any changes in the patient’s way 
of life, it is essential that the doctor 
help the patient make his own deci- 
sions rather than make them for 
him. 

Having the patient talk out his 
problem with the aim of gaining 
greater understanding of his emo- 
tional difficulties may achieve free- 
dom from anxiety and, in turn, en- 
able him to cope with his difficult 
situations. The physician must learn 
to listen patiently and create trust 
and confidence. Such therapy is 
within the province and ability of 
the interested GP. 

Even if one adheres closely to the 
treatment outlined, 15% of patients 
are refractory to symptomatic treat- 
ment, and at least 35% are refrac- 
tory to preventive methods. 


New England Jl. of Med., 250:600, 1954. 
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CURRENT LITERATURE 


Laboratory Work Seldom Needed in Antibiotic 
Therapy 


Antibiotic synergy is of great 
importance but a negative result necessitates 
additional clinical investigation 


B. M. WAGNER, M.D. 


The busy physician in general 
medicine has successfully demon- 
strated his ability to use the avail- 
able antibiotics. Practically, it is 
not necessary to identify the infect- 
ing agent or its susceptibility to anti- 
biotics. Consultation with the labor- 
atory is usually necessary only when 
(a) the patient is hospitalized, (b) 
the site and nature of infection re- 
main obscure, (c) single or combin- 
ation antibiotic therapy has failed, 
or (d) the process becomes chronic. 

In addition to the determination 
of bacterial susceptibility to anti- 
biotics, the laboratory can assist in 
the selection of antibiotic combina- 
tions, be on the alert for changing 
sensitivities and the development of 
cross resistance, and assay various 
body fluids for antibiotics when in- 
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dicated. Also, the laboratory can 
promptly report the development of 
a superimposed infection arising as 
a complication of therapy. 

The disc method (agar diffusion) 
is an easily performed test capable 
of yielding significant information 
quickly. After incubation, if a clear 
zone is present around a disc con- 
taining an amount of antibiotic equal 
to the average maximum blood level 
produced by routine therapy, the 
organism is considered sensitive. 
Absence of an inhibitory zone labels 
the organism resistant. The lag 
phase of the particular bacterial 
species must be considered as a lim- 
iting factor. Commercial paper discs 
(Difco) are reliable and some work- 
ers use more than one concentration 
for each antibiotic in an attempt to 
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estimate the sensitivity range of the 
particular organism. Good results 
have been obtained with the com- 
mercial products (dry method) so 
that the only wet disc employed is 
for aureomycin. 

Cases of subacute bacterial en- 
docarditis, bacterial meningitis, sep- 
ticemia and urinary - tract infec- 
tions are clinical exceptions. Organ- 
isms isolated from these processes 
are tested by a combined tube dilu- 
tion pour plate method, this in an ef- 
fort to indicate at what antibiotic 
concentration growth is inhibited 
and is relatively irreversible. 

Our experiences confirm the re- 
ports of others in the effectiveness 
of penicillin and streptomycin in 
cases of enterococcal endocarditis, 
regardless of laboratory sensitivity 
results. 

SENSITIVITY STUDIES 


Urinary-tract infections often re- 
spond to individual antibiotics which 
have been considered ineffective 
based on sensitivity studies alone. 
This is no surprise to the clinician 
who realizes that the urine concen- 
tration of active antibiotic may far 
exceed the blood concentration. 
Studies on non-specific urethritis 
have demonstrated the striking lack 
of correlation between organisms 
isolated, antibiotic sensitivity and 
response to therapy. This is prob- 
ably due to the isolation of second- 
ary invaders while the etiologic 
agent remains unknown. Paraplegics 
with chronic urinary-tract in‘ec- 


tions frequently show a changing 
bacterial flora while specific anti- 
biotics are administered. 


Infectious processes which are dif- 
ficult to reach are clinically resis- 
tant despite laboratory tests indicat- 
ing susceptibility to antibiotics. Con- 
versely, certain individual pharma- 
cologic properties of the antibiotics 
produce concentration in certain or- 
gans and body fluids with levels of 
drug up to 25 times the circulating 
blood level. In such cases, clinicai 
cures are achieved in the face of 
laboratory reported antibiotic-resis- 
tant organisms. 


An antagonistic effect of chloram- 
phenicol, aureomycin and oxytetra- 
cycline on the bactericidal action of 
penicillin has been shown against 
certain penicillin-sensitive organ- 
isms; the results are of variable 
clinical significance. The aim of anti- 
biotic therapy is to produce effective 
levels of the drug at the site of in- 
fection. Almost always, this means 
multiple dose therapy. The preva- 
lence of this type of therapeutic re- 
gimen has failed to produce a single 
unquestioned case of antibiotic an- 
tagonism in our studies. 


Antibiotic synergy is of consider- 
able value. A report indicating anti- 
bietic synergy is of therapeutic sig- 
nificance, while a negative result re- 
auires additional clinical interpreta- 
tion. 


Jl. Mt. Sinai Hospital, 20:339, 1954. 





Var eee ee) LY a: 


whooping 


GIVES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the distressing spasmodic 


cough 






cough. Also valuable in Bronchitis and Bronchial Asthma. In jour- 
ounce original bottles. A teaspoonful every 3 to 4 hours 
GOLD PHARMACAL Co. 


"2W YORK CITY 


CLINICAL MEDICINE 





et ie a ie ee | a oe 


CURRENT LITERATURE 


Hypopituitarism: Diagnosis and Treatment 


Early diagnosis is still a problen— 
ACTH and cortisone appear to be a considerable 
advance over previous treatment 


S. R. F. WHITTAKER, 


During the past 3 years we have 
studied 9 cases of hypopituitarism. 
We have been struck by the long 
period, sometimes years, that may 
elapse between the onset of symp- 
toms and the establishment of the 
diagnosis. Since the treatment with 
ACTH and cortisone promises to 
be a considerable advance on previ- 
ous methods, an early diagnosis as- 
sumes more importance. Nine pa- 
tients between them paid over 30 
visits to- different hospitals before 
the diagnosis was made. The average 
duration of symptoms was over 10 
years. 

All patients complained of feeling 
tired, and it was usually this symp- 
tom that first prompted them to vis- 
it a doctor. Some degree of mental 
inertia was noted in all. One patient 
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M.D., London, England 


had been admitted to a mental hos- 
pital, one was still managing a thriv- 
ing business despite hypopituitarism 
for 12 years; 4 were carrying out 
household duties and 3 were chronic 
invalids. All complained of cold even 
in summer weather. Erythema ab 
igne was a common finding in wom- 
en patients, although the areas were 
not pigmented. Loss of libido was an 
important early symptom. 

Complete amenorrhea was noted 
in 5, of gradual onset in 3. One had 
normal periods and became preg- 
nant 2 years after diagnosis, went 
to full term. The loss of pubic hair 
in all served as a useful pointer to 
the diagnosis. 

The lack of animation, the waxy 
pallor and slight puffiness of the skin, 
and the thinning of the eyebrows 
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and hair combine to give a grotesque 
appearance in young and middle- 
aged. In older patients the contrast 
with others of the same age group 
is less obvious. Loss of skin pigment 
is widespread and the areolae of 
the breasts should be inspected. The 
skin is dry, smooth and soft, not 
emaciated. 

Speech was slow, soft, monoto- 
nous; more articulate after treat- 
ment. 

Routine examination of the vari- 
ous systems added little. Hemoglob- 
in was 62 to 101%, average 83%. Of 
the 60 cases,—51 from the literature 
and our 9—37 followed severe post- 
partum hemorrhage, 7 resulted from 
tumor, and 16 were of doubtful 


causation. 
No. of No. 
Test Cases Tested Abnormal 


i a 48 
17 ketosteroids . 54 47 
Insulin tolerance 45 38 
A daily dose of 25-40 mg. of 
ACTH produced gratifying results 
in 8 patients. Within 48 hr. of receiv- 


ing injections all patients took inter- 


est in their surroundings, their 
speech became more distinct, blank- 
ets were cast off. - 

All our patients relapsed to some 
extent within 10 days of the cessa- 
tion of injections. After 4 weeks re- 
lapse was complete. We have not 
treated any patient with ACTH 
for longer than 8 months, and we 
have now given up this method in 
favor of therapy with cortisone and 
thyroid gland. 

We have’ treated 8 patients with 
cortisone, started with a daily dose 
of 50 or 75 mg., which was reduced 
after a few days to a daily mainten- 


ance dose of 12.5, 25, or 37.5 mg, 
With one exception the immediate 
results of treatment with cortisone 
were excellent. This patient went 
into coma while receiving 50 mg. 
daily. The blood electrolytes were 
followed closely, but no significant 
changes were noted. The striking 
finding was a gradual fall in the rec- 
tal t. to 87° F. Injections of corti- 
sone were stopped, and she respond- 
ed well to warmth applied by elec- 
tric cradles. 

We have treated 7 patients for 
periods of between 9 and 20 months 
with daily doses of cortisone and 
thyroid given in tablet form. 
Cortisone Thyroideum B.P. 

25 mg 1 gr. (65 mg.) 

12.5 mg. ¥ gr. 

12.5 mg. 1% gr. 

12.5 mg. 1% gr. 

We suggest starting with a daily 
dose of 25 mg. of cortisone and % 
gr. thyroid and altering during first 
few months by trial and error. We 
have also reduced the dose of corti- 
sone from 25 mg. to 12.5 mg. daily 
in 4 cases without ill result. There 
have been no complications during 
this treatment of 7 patients for an 
average period of 14 months. 

We have recently added amounts 
of methyltestosterone, 25 to 50 mg. 
daily, to the maintenance dose of 
cortisone and thyroid in 4 cases. In 
both male patients there has been 
an increase of libido and strength 
of the erection and in the growth of 
pubic hairs. No effect has been no- 
ticed so far by either of the female 
patients, who were satisfied by the 
increase in libido caused by corti- 
sone. 


British Med. Jl, July, 31, 1954. 
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Arrangements have been made to forward you the most 
recent literature available on the conditions listed below. 
Please indicate on the yellow self-mailer the information 
you desire by circling the appropriate number. 


Allergies 


| allergic reactions 
2 asthma 

3 asthma (bronchial) 
4 drug sensitivities 


5 eczema 
6 food 

7 hay fever 
8 urticaria 


Blood, Cardiovascular 


9 anemia 

10 anemia 
(pernicious) 

11 anticoagulant 

12 arteriosclerotic 


peripheral vascular 


disease 
13 angina pectoris 
14 Buerger's disease 
15 cardiovascular 
disorders 
16 congestive heart 
failure 
17 cardiac asthma 


Dermatology 

29 acne 

30 athlete's foot 

31 bacterial derma- 
tologic condition 


. 32 bed sores 


33 burns 
34 dermatoses 


Endocrinology 


43 adrenal gland 

44 cretinism 

45 diabetes 

46 exophthalmic 
goiter 

47 Graves’ disease 


December, 1954 


18 coronary 
arteriosclerosis 

19 coronary 
thrombosis 

20 chronic trenchfoot 

21 dietetic restriction 

22 hypertension 

23 myocardial failure 

24 myocardial 
insufficiency 

25 peripheral neuritis 

26 Raynaud's disease 

27 thromboangiitis 
obliterans 

28 varicose veins 


eczema 

external ulcers 
fungus diseases 
infections 

ivy dermatitis 
pruritus 

topical infections 
yaws 


hyperthyroidism 
myxedema 
pituitary gland 
thyroid gland 
thyrotoxicosis 


Eye, Ear, Respiratory 


53 bronchitis 

54 choroiditis 

55 coughing 
eye infections 
ear infections 
iritis 
keratitis 
laryngitis 
nasal congestion 
night blindness 


63 otologic 
dermatosis 

64 pharyngitis 

65 respiratory 
infections 

66 sympathetic 
ophthalmia 

67 sinusitis 

68 tonsillitis 

69 uveitis 

70 vasomotor rhinitis 


Gastrointestinai, Liver and Spleen 


71 amebiasis 

72 colitis 

73 constipation 
(chronic) 

74 cirrhosis of liver 

75 constipation 

76 diarrhea 

77 gallbladder and 
bile ducts 


Genito-Urinary 


83 bladder diseases 
84 cystitis 

85 kidney diseases 
86 prostate gland 
87 pyelitis 


Geriatrics 


91 anemia 

92 arteriosclerosis 

93 cardiac edema 

94 chronic fatigue 
95 climacteric (male) 
96 constipation 

97 insomnia 


78 gastrointestinal 
spasm (functional) 

79 gastroduodenal 
bleeding 
peptic ulcer 

81 staphylococcic 
infections 

82 streptococcic 
infections 


88 ureteral diseases 

89 urinary tract 
infections 

90 urethral diseases 


98 low blood sugar 
level 

99 protein deficiency 

100 senility (male) 

101 senility (female) 

102 vitamin 
deficiencies 





Gynecology and Obstetrics 


103 amenorrhea 

104 cervicitis 

105 climacteric 
(female) 

106 conception 
control 

107 dysmenorrhea 

108 vaginitis 


109 habitual abortion 


110 leukoplakia 
(vulvar) 


Hl 
112 
113 
114 
115 


116 


117 


Infectious Diseases 


118 brucellosis 
119 pneumonia 


Neuromuscular 


122 
123 


analgesia 
joint and 
muscle pain 
muscle 
dysfunction 
125 muscle spasm 


124 


126 multiple sclerosis 


Nutrition 


131 anemia 
132 avitaminoses 


120 
121 


leukorrhea 
menopause 
menometrorrhagia 
pregnancy tests 
premenstrual 
disorders 
postpartum 
bleeding 
pregnancy 
(nausea & vom- 
iting) 


Rocky Mountain 
spotted fever 
tuberculosis 


neuralgia 
ischiatica 
neuritis, diabetic 
osseous and 
neuromuscular 
disturbances 
Parkinsonism 


multi-vitamin 
deficiences 








133 


134 
135 


136 


impaired fat 
metabolism 
malnutrition 
mineral 
deficiences 
obesity 


Pediatrics 


142 
143 


144 diaper dermatitis 


145 


bowel habits 
diarrhea 


ear infections 


138 
139 


140 


141 


146 
147 


148 


pellagra 
protein 
deficiency 
vitamin 
deficiencies 
multiple 
deficiences 


formulas 

infantile eczema, 
nutritional needs 
scurvy 


Rheumatic and Arthritic Diseases 


149 
150 
151 
152 
153 


arthritis 

bursitis 

gout 

gouty arthritis 
musculoskeletal 
pain 


Miscellaneous 


157 
158 


159 


160 
161 


alcoholism 
barbiturate 
poisoning 
debridement of 
necrotic tissue 
edema 

edema (salt 
retention) 


154 
155 
156 


rheumatic disease 
rheumatic fever 
rheumatoid 
arthritis 


industrial 
dermatoses 
meniningitis 
insomnia 
nervous tension 
psychoses 


normal and stubborn wounds 
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AIDS IN DIAGNOSIS 


The Changing Pattern of 
Pulmonary Tuberculosis 


Fifty years ago, tuberculosis was 
the chief cause of death in Europe 
and in the United States. Almost 
everyone had a positive tuberculin 
reaction by the age of 20. Most of 
the deaths were in infants and per- 
sons between the ages of 15 and 35. 

The sharp decline in deaths in in- 
fancy and childhood has been ac- 
companied by an even more striking 
reduction in the number of children 
and young adults who show a posi- 
tive tuberculin test. 

Tuberculosis is shifting its chief 
attack from infants and young 
adults to the middle-aged and elder- 
ly. Primary infections are appear- 
ing with greater frequency in adults 
and present clinical pictures are un- 
like those of ordinary reinfection 
tuberculosis in the adult. 


D. T. Smith, M.D., Durham, N. C., Jl. Sou. Caro. 
Med. Asso., July, 1954. 


Lymphosarcoma: Patient in 
Perfect Health After 26 Years 


A girl, 7 years of age, came to the 
Clinic July 18, 1928, because of 
“glands in the neck” of 3 years’ 
duration. 

Tonsillectomy in August, 1926, 
was followed by temporary reces- 
sion of the “glands.” It had been 
their custom to swell and subside in 
periods of 3 months each (usually 
largest in winter); several times in 
the summer the “glands” had 
shrunk to a very small size. The pre- 


vious fall they had enlarged notably 
and had remained large. 

The enlargements bothered the 
patient mainly because’ they caused 
“stiff neck,” they gave no pain or 
other annoyance. The child was in 
generally good health, and was in 
school. 

Nothing abnormal found on physi- 
cal examination except enlarged, 
rubbery, matted nodes on both sides 
of the neck without signs of inflam- 
mation. Hgb. was 61%, leuc. 4,400, 
erythro. 3,720,000, color index 0.8; 
lymph. 28, large mono. 2, trans. 6, 
neutro. 56.5, eos. 7.5. 

The von Pirquet test gave nega- 
tive results. 

X-ray examination of the thorax 
showed bilateral widening of the up- 
per part of the mediastinum. A ten- 
tative diagnosis of Hodgkin’s disease 
made. 

July 23rd a node removed from r. 
side of neck was diagnosed as 
lymphosarcoma. 

Roentgen treatment of neck (both 
sides), July 30, mediastinum and 
axillae. When completed Aug. 4, 
cervical nodes half their former size. 

The patient returned Sept. 3 feel- 
ing very well. Cervical nodes and 
those in the mediastinum were all 
smaller than before. The neck and 
axillae were irradiated again; the 
chest was irradiated through three 
fields, two anterior and one poster- 
ior, all at an angle of 120° apart. At 
her next visit a month later the cerv- 
ical nodes were very small; those 
that had been in the axillae were 
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gone. The roentgenogram of the 
chest was reported to be “negative.” 
This time each side of the neck was 
treated with the same factors as be- 
fore, and the mediastinum was 
treated through a single anterior 
and posterior field. 


At her next visit, in December, 
the girl was healthy and in active 
good spirits. Nothing suggesting her 
old trouble was found. As a pre- 
cautionary measure one field over 
each side of the neck was irradiated. 


At her 5th visit, March 21, 1929, 
the patient was still in excellent 
health and physical condition. Her 
parents mentioned that she had had 
no winter cold for the first time in 
5 years. Only tiny cervical nodes 
were found. They were irradiated, 
for safety, just as before, for 15 min. 


The patient’s 6th visit to the Clniic 
was on May 21, 1929. Her parents 
stated that starting a day after the 
last treatment the girl had been 
hoarse, that for about 3 weeks 
she had been unable to talk audibly, 
that she had had choking spells fre- 
quently, and that she coughed some. 

Laryngoscopic examination 
showed both vocal cords injected 
and thickened, but movable. 


Roentgenograms of the _ chest 
showed very slight widening of the 
upper part of the mediastinum. 
Again she was treated with roent- 
gen rays, to both sides of the neck, 
and the mediastinum front and back. 


At the last visit on August 20, 
1929, she was only slightly hoarse. 
Nothing abnormal was detected by 
examinations. There was no indi- 
cation for treatment. 


Since then the patient has been 
heard from many times. According 
to the last note from her, dated De- 
cember 15, 1953, she was still per- 
fectly well. 

On December 21, 1953, Dr. J. R. 
McDonald rechecked tissue from the 
lymph node that was removed in 
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1928, and stated that it is a good 
example of lymphocytic lymphosav- 
coma. 

Because such a long survival as 
this in cases of lymphosarcoma is 
very rare, it seems that the data on 
this case are worth recording. 

E. T. Leddy, M.D., Section of Therapeutic Raili- 


ology, Proc. Staff Meet. Mayo Clinic, 29:10, 
Mar. 24, 1954. 


Fatal Case of Agranulocytosis 
Following Phenylbutazone 


The case is of special interest be- 
cause of (1) the small dosage and 
duration of phenylbutazone admin- 
istration (14 gm. over 27 days); 
(2) the appearance of a rash 6 days 
after cessation of treatment; (3) 
the long interval between the cessa- 
tion of the drug and the recovery of 
marrow function (19 days); and 
(4) the tragic consequence of the 
administration (even though every 
precaution was taken) of a toxic 
drug, instead of an inert one, as a 
placebo to a patient whose symp- 
toms were largely functional. 

On July 4 the white-cell count 
was 11,200 (polymorphs 74, meta- 
myelocytes 4‘7) and her tempera- 
ture was within normal limits, but 
she died early the next morning. 

Lungs: multiple small abscesses 
and hypostatic edema. Spleen: en- 
larged (230 gm.) soft, diffluent. 
Liver: a few small abscesses. In 
other words, findings of septicaemia. 


1.H. Wood, British Med. Ji, 4865-802, 194.” 


Burning Tongue 


The habit of rubbing the tongue 
against calculus deposit, involving 
the central and lateral lower inci- 
sors, is one of the commonest causes 
of burning tongue. All local condi- 
tions should be explored before sen- 
sory symptoms of the tongue are at- 
tributed to endogenous factors. 


F.P. & P.F. McCarthy, New England Jil of Med. 
250:493, 1954. 
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NEW PHARMACEUTICAL PRODUCTS * 


Cebenase (Upjohn) 
Tablets containing Intrinase (B.. 
with intrinsic factor), ascorbic acid, 
folic acid, thiamine riboflavin, pyri- 
doxine, calcium pantothenate and 
nicotinamide. Indications: Vitamin 
C and B deficiencies. Dosage: As de- 
termined by physician. Supplied: 
Bottles of 50 tablets. 


C.Y.P. Syrup (U. S. Vitamin) 
Each 5 ce. provides 100 mg. of citrus 
bio-flavonoid compound with 100 
mg. of ascorbic acid. Indications: 
capillary fragility and bleeding and 
vascular accidents. Dosage: 3 to 6 
teaspoonfuls daily (300 to 600 mg.) 
Supplied: 4 oz., 16 oz., and gallon 
bottles. 


Yuvral (Lederle) 
Vitamin-mineral concentrate with 
Vitamin B,. and Purified Intrinsic 
Factor Concentrate present in large 
amounts. Dosage: 1 capsule daily. 
Supplied: bottles of 30, 100 and 
1,000. 


Ambenyl (Parke, Davis) 
Indications: Coughs due to colds or 
allergic origin. Dosage: Adults is 1 
to 2 teaspoonfuls every 3 or 4 hours, 
children, % to 1 teaspoonful every 
3 or 4 hours. Supplied: 16-ounce 
and gallon bottles. 


Arfonad (Roche) 
Vasodepressor agent for the induc- 
tion of controlled hypotension dur- 
ing surgery. Administration: by in- 
travenous infusion. Dosage: Deter- 
mined by physician. Supplied: 10 cc. 
ampuls containing 50 mg. per cc., 
packages of 6 and 25. 


Livitamin with Intrinsic Factor 

(Massengill) 
Indications: Certain types of anemia 
where the patient is found to be 
wholly or partially deficient in the 
intrinsic factor. Dosage: determined 
by physician. Supplied: bottles of 
100, 500, 1,000. 


Narone (Ulmer) 
Potent analgesic, antirheumatic and 
antipyretic. Indications: Severe pain 
associated with rheumatic disease, 
angina pectoris, terminal carcinoma, 
renal and biliary colic and similar 
disorders. Dosage: As determined 
by the physician. Supplied: 30 cc. 
multiple dose vials and bottles of 
100, 5 grain tablets. 


Bonadoxin Tablets (Roerig) 
A combination of Meclizine Hydro- 
chloride and Pyridoxine. Dosage: 
Determined by physician. Supplied: 
two color compressed tablet, pink 
on one side and blue on the other 
in bottles of 25. 


Bevidoral Filmtabs (Abbott) 
Vitamin B,. with Intrinsic Factor 
Concentrate. Indication: Pernicious 
anemia and for primary treatment 
and maintenance therapy of ma- 
crocytic anemia. Dosage: Two Film- 
tabs daily. Supplied: In bottles of 
25 and 100 Two Filmtabs represent 
1 U.S.P. unit (oral). 


Amphedase With Phenobarbital 
Kapseals (Parke, Davis) 
A combination of vitamin compo- 
nents and phenobarbital. Dosage: 
As determined by physician. Sup- 
plied: in bottles of 100 and 500. 
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in everyday practice 


PENICILLIN 
still the antibiotic of first 
choice for common infections . . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 
to increase antibacterial 
range and reduce resistance... 


Three strengths: 
| 125M, 250M, 500M 


Each tablet contains: 

Penicillin G Potassium, Crystalline 
| 125,000 (or 250,000 or 500,000) 
| units 








Sulfadiazine... . . 0.167 Gm. 
Sulfamerazine . . . . 0.167 Gm. 
Sulfamethazine. . . . 0.167 Gm. 
Supplied: 


Scored tablets in bottles of 50. 
Biosulfa 125M also available 
in bottles of 500. 
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Upjohn 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


Treated by Arachnoid- 
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Hydrocephalus Successfully 






































Ureterostomy 





Ir 
: one 

It has been demonstrated in re per 
cent years that a variety of surgical J yol, 
procedures which shunt cerebro- pne 
spinal fluid away from the sub- § joc 
archnoid spaces are _ technically J aft, 
feasible and may result in dramatic 
immediate arrest of progressive hy- ( 
drocephalus and all of its distressing 33 
complications. 

Report is made on experiences } ers 
with 50 consecutive cases of com- } as; 
municating hydrocephalus in which } m;z 
diversion of spinal fluid under pres- } jn 
sure from the lumbar subarachnoid § ¢\, 
space to the urinary tract has been § ge 
carried out. In all but 2 or 3 in-] , 
stances, the left kidney has been § op 
sacrificed simply because it is slight- } nc 
ly higher than the right and on the J at 
aortic side. 

The kidney is removed through a J e> 
standard subcostal incision. Through | w 
a separate midline incision the spine § ¢g: 
and lamina of L, are removed ex- § tl 
posing an area of dura 1.5 cm. in § al 
length. A short incision is made in | b 


the dura in such a fashion as not to 
open the arachnoid. A pin-point hole 
only is then made in the protruding 
arachnoid and a small polyethylene 
tube inserted through it as spinal 
fluid pours forth. This maneuver in- 
sures subarachnoid rather than sub- 
dural placement of the plastic tube, 
which is directed caudally for a 
distance of 3 to 4 cm., so that it 
floats freely among the cords of 
the cauda equina. The tube is then 
tunnelled through the paraspinal 
muscles to the perinephric space 
and introduced into the ureter for 
3 to 5 cm. 3 or 4 silk sutures in the 
margin of its lumen are used to pull 
the ureter over the plastic tube and 
secure it firmly to the fascia of the 
paraspinal musculature. No liga- 
tures are placed around the ureter 
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at any time and an effort is made to 


leave its nerve and blood supply in- 
tect. 


In this series there has been only 
one death during the postoperative 
period, this a 3-mos. infant who de- 
veloped postoperative aspiration 
pneumonitis, dying suddenly from 
recurrent aspiration on the 7th day 
after operation. 


Of the 50 children in this series, 
33 are living; of these only one is 
grossly retarded to the point of 
needing institutional care. Five oth- 
ers are retarded, but are happy, 
asymptomatic children at home 
making progress; 24 of the group are 
in excellent health with normal or 
close-to-normal mental and motor 
development at periods ranging from 
a few months to over 4 years from 
operation. Three additional have 
not been followed long enough to be 
at all certain about. 


On the basis of previous clinical 
experience, these are all children in 
whom the degree and rate of pro- 
gression of hydrocephalus were such 
that, with the occasional unexplain- 
able exception, they would have 
been dead or severely retarded with 
markedly enlarged heads if surgical 
treatment had not been carried out. 


D. D. Matson, M.D., Boston, Pediatrics, Sept., 1953. 


Frog Pregnancy Test 


. Speedy results; 1 to 4 hours. 
. Accuracy; 99.6%. 
- Reveals early pregnancy. 
. Reports wired free when requested. 
. Negative findings rechecked free of 
charge. 
3. Need 2 oz. first voided morning urine. 
7. It costs less—only $5.00 to the Doctor. 


Physicians’ Diagnostic Laboratory 
(Established in 1936) 
4390 Lindell Blvd., St. Louis 8, Mo. 


Containers and Fee Table On Request 
Also other laboratory tests by mail. 
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in refractory or 


relapsing cases 


ERYTHROMYCIN 

the antibiotic of choice 
against resistant 
Gram-positive cocci. . . 


REINFORCED BY 


TRIPLE SULFONAMIDES 

to cover Gram-negative bacteria 
and to potentiate 

the erythromycin... 


Each tablet contains: 
Erythromycin 

Sulfadiazine 

Sulfamerazine i 
Sulfamethazine . . . . 0.083 Gm. 


Supplied: 
Protection-coated tablets 
in bottles of 50 and 500. 
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Upjohn 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 




















BREAK THE 
VICIOUS CIRCLE 
with 


CAUSALIN — 


A newly improved anti- 
rheumatic — especially indi- 
cated for arthritis — which 


stops the syndromic merry-go- 
round of  Coain-mmobility- 














spasm-pain.”’' Mu 
7 
mu 
FOUR REASONS WHY CAUSALIN IS SUPERIOR ha 
CAUSALIN contains Salicylamide * i 2 fro 
analgesic petenay Fe ported to be ar "tha oneee t ol agp andte ee 
other salicylates 3, 4, 5, - It Is also Ke less «~* 53 
mo 
wil 
CAUSALIN contains Mephenesin (150 mg.)* a powerful anti-spasmodic.9 los 
= ap 
ing 
po 
lo 
CAUSALIN contains Calcium Paraminobenzoate (50 mg.)* which, In s goede ex 

union eo rn results in the increased tod concentrat 
each.10 In 
ak 
m 
pe 
CAUSALIN aay ee oot (50 mg.)* which compensates for to 

a two separate | of Vitamin C—that “resulting from rheumatism, 
Fx. itself, and that from salicyl-administration, 14 th 
*per tablet 

al 
m 
THE MEDICAL VERDICT Ss] 
al 
(on CAUSALIN'S key elements) nr 
e 
(A Non toxic M m has “an unusual ability to relax skeletal muscle . . . in spasm’’15.16. b 
promotes “euphoria” and “freedom from nervousness and tension.” 17. 18, . 
Vv 


eae has an anti-rheumatic, analgesic and antipyretic effectiveness. . hardly 
by the other salicylic acid compounds.” (For similar evaluations see 4. 7-19. 20.) 





INDICATIONS: Rheumatoid arthritis, osteo-arthritis, rheumatic fever and related disorders. 


DOSAGE: For adults and children over 6 years of age: 2 CAUSALIN tablets every 4 hours until pain is 
relieved. Then 1 tablet every 4 hours. 


For small children: 4% to 1 tablet in milk every 3 or 4 hours. Then reduce gradually to 42 tablet 3 times daily. 





CAUSALIN tablets are available in botties of 50, 100, 500 and 1000. 


Samples one satorenses malied on ‘es 
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THERAPEUTIC TRENDS 


Multiple Myeloma 


The average life expectancy in 
multiple myeloma is 2 years. We 
have been able to follow 31 patients 
from onset of symptoms until death 
—with extremes of 2 months and 
53 months, an average of 13.7 
months. Of the 13 patients treated 
with urethane, 3 are reported, 1 was 
lost to follow-up, and 1 had ther- 
apy instituted recently. The remain- 
ing 8 have died. The 3 patients re- 
ported have taken urethane for a 
longer period than the average life 
expectancy for the group as a whole. 
In no other instance was the patient 
able to tolerate the drug. The re- 
maining 38 from our series of 51 
patients were seen and treated prior 
to the introduction of urethane 
therapy. 


A review of the clinical and labor- 
atory findings of 51 cases of proved 
multiple myeloma shows that the 
symptom complex may be bizarre 
and no single test, other than bone 
marrow study, is diagnostic; how- 
ever, the results of other tests may 
be suggestive. Anemia is not always 
a feature and x-rays will not al- 
ways establish the diagnosis. One 
must suspect multiple myeloma and 
take steps either to prove or to dis- 
prove its existence. 


We believe urethane has proved 
of value in a few cases; it is a drug 
that can be administered safely for 
long periods of time. 





R. D. Haines, et al, Jl. La. State Med. Soc. 106:1, 
1954. 


Clicking of Jaw 


Some patients complain of a 
cracking or snapping noise while 
eating. The noise often causes con- 
siderable annoyance, especially if 
audible to others. Changes in the 
meniscus, such as atrophy or swell- 
ings, in chronic traumatic arthritis 
may cause the head of the condyle 
to slide off the meniscus and strike 
the bony articular eminence. There 
is generally no pain, though various 
forms of neuralgia and pain behind 
the ear and in the mouth and tongue 
have been relieved by repositioning 
of the jaw by means of dentures 
which open the joint space and re- 
lieve the pressure of the condyle on 
the interarticular structures. 


Pullen’s Medical Diagnosis. 
Management of Burns 


Shock is more common in chil- 
dren and elderly persons with small 
burns than in young adults, and pro- 
found and progressive shock can 
follow burns of only the face or 
buttocks as the vascularity of these 
areas is so great that the capillary 
damage permits enough local loss 
of plasma to produce shock. 


Close observation is to be made 
of mineral balance by a quantita- 
tive examination of the urine for 
chlorides. This test is useless in the 
first 48 hours as the adrenal corti- 
cal response to burn injury is to in- 
hibit the renal excretion of sodium. 
This fact contraindicates the massive 
administration of chlorides during 
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the first 48 hours; a limit of 1000 
c.c. of saline per day is suggested. 
A chloride level of 3 to 5 gm. per 
liter may be maintained by the IV or 
oral administration of salt. We have 
recently had good response to the 
oral administration of Ringer’s lac- 
tate solution with cracked ice. Po- 
tassium deficiency is characterized 
by muscular weakness and aphonia; 
this is controlled by IV administra- 
tion of 4 to 6 Gm., and probably 
could be prevented by the oral use 
of Ringer lactate. 

Glucose may be given IV, but 
sweets by mouth are better if they 
can be retained. If started early they 
may quiet the gastric symptoms 
which are said to be due to hyper- 
motility from the pressor effect of 
the burn. Also, glucose is thought 
by some to protect the liver; if giv- 
en by mouth they enter the portal 
circulation. 

To the burn wound apply a single 
layer of vasoline gauze, over this a 
thick layer of fluffy gauze which is 
finally covered with heavy gauze or, 
preferably, an elastic bandage, 
which produces a uniform pressure 
dressing that prevents loss of fluids 
and can absorb enough exudate to 
keep the wound dry, and which does 
not stick to the wound. Surgipad® 
composed of multiple layers of grad- 
ed porosity the outer layer water- 
proof is available in sizes to cover 
an entire leg or the trunk. 

Shock should be anticipated in all 
cases of burns of more than 15% 
of the surface. The treatment of 
shock should precede the dressing 
of the wound. 


Much can be accomplished toward 
combating hemoconcentration by 
oral administration of saline and 
glucose and this can be instituted at 
once anywhere. 

Morphine is dangerous in burn 
shock, and stimulants are useless. 

Frequent stool examinations for 
blood are indicated. 
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Gentle cleansing and debridement 
of the wound is performed under 
sterile technic, scrubbing being con- 
demned, as is general anesthesia. 

An occlusive pressure dressing is 
applied, all joints being immobilized 
and digits dressed separately. 


Dressings are not removed before 
10 to 18 days. 


Compresses are applied until the 
slough is complete, then necessary 
grafting is performed. 


R. R. Boone, Jr., W. Va. Med. Jl, 50:141, 1954. 

































































Polyantibiotic Therapy 











One should use doses of single 
antibiotics that have proved ade- 
quate and effective, as in most in- 
fections caused by a single organ- 
ism and in certain types of mixed 
infections a single agent can be used 
effectively. For those infections in 
which the offending organism proves 
resistant to single drugs by labora- 
tory tests, or by adequate thera- 
peutic trial, then should polyanti- 
biotic therapy be considered. Where 
there is already adequate clinical 
proof that the use of multiple agents 
may be expected to yield beneficial 
effects, the proper combination 
should be employed immediately. In 
those cases in which clinical evi- 
dence of effective combined therapy 
is lacking, it is necessary to resort 
to additional laboratory procedures 
in hopes of finding a combination of 
drugs which will prove more effec- 
tive than a single agent alone. Un- 
fortunately, the laboratory has not 
as yet been able to provide an em- 
pirical formula; however, it can fur- 
nish valuable information which 
may serve as a guide in the selection 
of various combinations. Certainly 
we are justified in employing anti- 
biotic combinations clinically in 
those instances in which appropriate 
tests fail to demonstrate definite 
antagonism. 
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H. F. Flippin, Penn. Med. Jl, 57:161, 1954. 
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BOOK REVIEWS 


FUNDAMENTALS OF ANESTHESIA: 
Prepared under the Editorial Direc- 
tion of the Consultant Commitee for 
Revision of Fundamentals of An- 
esthesia, a publication of the Coun- 
cil on Pharmacy and Chemistry of 
the American Medical Association. 
Third edition. W. B. Saunders, Phil- 
adelphia. 1954. $6.00 

The pages purport to set forth: 
the basic principles of the sciences 
on which the sound practice of an- 
esthesiology is based, the proce- 
dures necessary to apply these prin- 
ciples, and the application of these 
principles to the management of a 
great variety of patients. And the 
book does just that. 

The author need offer no explan- 
ation that the necessary brevity 
makes much of it appear dogmatic. 
Most of us will forgive any amount 
of dogmatism for the sake of direct- 
ness and brevity. 


SurcicaL Forum: edited by I. S. 
Ravdin, M.D., F.A.C.S., Surgical 
Forum Committee, 39th Clinical 
Congress of the American College of 
Surgeons, Chicago, 1953. $10.00 

The chairman of the Forum Com- 
mittee says: it does not seem pos- 
sible for anyone to keep abreast of 
modern surgical achievement with- 
out having this volume and without 
reading it. In no other country could 
a similar volume be published pre- 
senting the work of surgeons for 
surgeons .. . The heads of many de- 
partments of surgery have encour- 
aged their young men to participate 
in these researches, have made it 


December, 1954 


possible for them to obtain a new in- 
sight into the broadest aspects of 
surgical achievement. 

This reviewer accepts without 
question this evaluation by the Pro- 
fessor of Surgery at the University 
of Pennsylvania. 


FUNDAMENTALS OF OTOLARYNGOL- 
ocy: By Lawrence R. Boies, M.D. 
487 pages. W. B. Saunders, 1954. 
$7.00 


This edition, as was the first, is 
intended and designed to meet the 
needs of the medical student and the 
general practitioner; and, despite the 
millions of doses of antibiotics and 
sulfa drugs being used in this field, 
the G.P. will find the information 
here offered of great value in his 
daily work. 


LECTURES ON THE THyRoID, by J. 
H. Means, M.D. Harvard University 
Press, Cambridge, Mass. 1954. $3.00 


Knowledge of the thyroid is of 
importance second to none in medi- 
cine. No one could better supply this 
knowledge than Dr. J. H. Means. 


TEXTBOOK OF PHARMACOLOGY: by 
Margene O. Faddis, R.N., M.A. 106 
illustrations. J. B. Lippincott, Phil- 
adelphia. $4.50 


This edition, as did the previous 
editions, serves the purposes in this 
field of doctors as well as nurses. In 
this book the busy doctor may find 
all that he needs to know of the 
pharmacology of today that can be 
applied for the good of his patients. 
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HANDBOOK OF DIFFERENTIAL DIAG- 
nosis: by Harold Thomas Hyman, 
M.D., J. B. Lippincott, Philadelphia. 
$6.75 


It is claimed that this book lists 
more than 1500 signs and symptoms, 
indexed for quick reference, thor- 
oughly cross referenced, to more 
than a 1000 analyses on differential 
diagnosis. There are 39 special tables 
of material for diagnostic reference. 

Many, perhaps most, egregious 
errors of diagnosis are made because 
no hint of the true condition comes 
into the doctor’s mind. This book 
will serve excellently to give the 
hint. 


THE MECHANISM OF INFLAMMA- 
TION: AN INTERNATIONAL SyYMPO- 
sium, edited by G. Jasmin, M.D. 
ACTA, Inc., Montreal, Canada. 1953. 

This symposium was held on the 
occasion of the 19th International 
Physiological Congress, Montreal, 
Aug. 31-Sept. 4. It is said for it that 


it expressed the opinions of the 
greatest contemporary investigators 
in the field of information. This mon- 
ograph is put out to make public 
the views discussed. 


ENDOCRINE TREATMENT IN GEN- 
ERAL Practice, edited by Maz A. 
and Joseph W. Goldzieher, M.D. 
Springer Publishing Company, Inc., 
New York. 1953. $8.00 

Few doctors in general practice 
do not use endocrine treatment sev- 
eral times daily on the average. This 
book is the result of the labors of a 
score of clinicians in many fields of 
medicine. It is a well balanced pre- 
sentation of the just claims of dif- 
ferent endocrine products and pro- 
vides a quick reference for doctors 
who desire to know, not what ther- 
apeutic agent may be used, but what 
should be used. 

Although one would not learn it 
from the title, there is enough on 
differential diagnosis to meet the 
needs as to most cases. 








recommended dosage 





for pernicious anemia 
and all treatable anemias 


ronemla 


Vitamin B12 @ Iron e C @ Stomach e Folic Acid e Purified Intrinsic Factor Concentrate 


a new and potent oral hematinic 
one capsule daily meets the nceds of the average patient 


Ferrous Sulfate 
10 mg. Exsiccated 
30 mcg. Ascorbic Acid (C) 
200 mg. 


LEDERLE LABORATORIES DIVISION AMERICAN id COMPANY Pear\ River, N.Y. ones. U.8. PAT. OFF. 
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Formula contains 
all known essential 
hemopoietic factors: 


Purified intrinsic 
Factor Concentrate 

Vitamin B 2 

Powdered Stomach 


400 mg. 
150 mg. 
Folic Acid 4 me. 
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Five Antacids Compared With 
Aluminum Hydroxide Alone 


A study covering the observations 
on 5 antacids — Hypercin, Pink Al- 
kajel, Gelusil, Mag-Sal, and AMT — 
containing mixtures of aluminum 
hydroxide and magnesium tricilicate 
is reported. The antacid study indi- 
cates that all of these substances had 
a better antacid effect than alumi- 
num hydroxide alone. While there 
were slight differences between 
these substances in their antacid ef- 
fect, all of them significantly de- 
creased the gastric acidity. 

Four tablets of Hypercin had a 
slightly better antacid effect than 
2 tablets; 2 tablets given at hourly 
intervals had a very good and most 
prolonged antacid effect. 

This study shows that all the sub- 
stances tested had a marked antacid 
effect in peptic ulcer patients. The 
variations in the beneficial effects 
obtained clinically with some of 
these substances are probably due 
to factors other than decrease in 
acidity. 

S. Hyman, et als, Amer. Jil. Dig. Dis. 21:1, 1954. 
Saline-Cholagogue 
Solution in Constipation 

Occy-crystine®, a saline-chola- 
gogue hypertonic solution of poly- 
sulfides, is found to be highly effec- 
tive for relief from constipation. It 
provides (1) the “liquid bulk” by 
way of saline action, for thorough 
elimination of intestinal waste, and 
(2) a richer flow of netural, physio- 
logic laxative bile. Constipation, fa- 
tigue, headache, gas _ distention, 
bloating, etc. is relieved. It is useful 
in constipation in the aged, the 
obese, arthritic, bedridden, and 
bland-diet patients. 

Gentle diuresis is promoted — a 
valuable action in certain arthritic, 
obese and other patients who need 
increased urinary output. The solu- 
tion makes available colloidal sul- 
fur which it precipitates upon con- 
tact with gastric hydrochloric acid. 
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NOW AVAILABLE 
CACODYNE 


An lsotonic Colloidal 
lodine Cacodylate 


Indicated: In all ARTERIAL DIS- 
EASES — Coronary, Cerebral, 
Mesenteric — Hypertension, 
Angiitis Obliterans. 


Frequency of administration is re- 
duced with improvement and 
gradually withdrawn when symptom 
free. 


For intramuscular or intravenous 


injection. 
No known contraindications. 


CACODYNE CREATES 
CARDIAC RESERVE 


For Information 
Address 


RESEARCH 
MEDICATIONS 


INC. 


501 Fifth Avenue 
New York 17, N. Y. 
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DERMATOSES 


Manufactured by 


OPHTHAL 
DISORDER 


Piromes:- 


(PSEUDOMONAS POLYSACCHARIDE) is proving 
effective in the control of a wide variety 


of allergies, dermatoses, and certain ophthalmic disorders. 
When injected, it produces a leucocytosis 

and initiates generalized activation of the reticulo- 
endothelial system. Supplied in 10 ce. vials containing 
either 4 or 10 gamma (micrograms) per cc., 

Piromen may be used safely within a wide dosage range. 
For a comprehensive booklet detailing the use of 


this effective therapeutic agent, merely write 
“Piromen” on your Rx, and mail to— 


TRAVENOL LABORATORIES, INC. 


a subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 





«. 4 out of 5 former fatties... 
gain it right back! 


is but with this simple plan 
5 out of 5 can keep weight off 


the An. S/o POST-DIET PLAN 


80% fail Just one AM PLUs capsule daily : before the day’s 

to sustain “big” meal, before a club lunch or dinner, at snack time 

weight or whenever the patient finds temptation greatest. 

loss after AM PLws is dextro-amphetamine plus i9 important 

the diet.* vitamins and minerals. It helps rehabilitate post- 
dieting habits while augmenting nutritional intake. 
*Aaron, H.: Weight Control, Consumer Reports 17:100 (Feb.) 1952. 
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Par 


Chicago 11, Illinois 
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des 


aE 
SALVAGE 


With des routine, Gitman and Kaplowitz’ obtained 15 live births from 17 women with his- 
tories of one abortion — 88%. 


And 3 live births from 3 women with histories of 3 abortions—100%—concluding that des 
is the “drug of choice” in these complications of pregnancy. 


Ross2, with similar des routine, brought all of 36 cases of threatened abortion successfully 
te term 100%. He concluded that “des, together with the 
recommended technique of its administration” is “the 
method of choice in the treatment of threatened abortion.” 


Karnaky? by the use of massive des dosage totalling 30 grams obtained living term infants 
from a woman who previeusly had six abortions — and a 


living infant by using 77 grams of des in a woman who had 
13 previous abortions. 


des 25 mollligram tablets — highly micronized, triple crystallized diethylstithestrol U.S.P. 
(Grant Process) — dissolve within a few seconds and are 
uniformly absorbed into the blood stream. 


des 25 milligram tablets are available in containers of 30 and 100 tablets. 
NOW AVAILABLE REFERENCES: 
——————— 


1. Gitman, L., and Kaplowitz A.: Use of diethylstilbestrol 
NEW des potencies for in complications of pregnancy. New York State J. Med. 
massive dosage therapy- 50:2823: 1950. 


2. Ross, J.S.: Use of diethylstilbestrol in the treatment of 
fo mg. micronized diethyl threatened abortion. N. Nat. M.A. 43:20, 1951. 


trol tablets 3. Karnaky, K.J.: Am. J. Obsts. & Gynec. 58,622. 1949. 
aes 100 mg. micronized diethyl- For further information, reprints and samples, write Medical Director 
stilbestro! tablets GRANT CHEMICAL COMPANY, INC. 
95 MADISON AVENUE, NEW YORK 16, NEW YORK 
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Have You Adopted THE SKIN CARE METHOD that 


WRITES OFF BED SORES AND BED CHAFE? 


TEMPORARY 
EASEMENT 


with repeated drying out 

of the skin result from 
rapidly evaporating rubs, 
which also make skin 
susceptible to cracking and 
soreness. 


1000 CC. H:0 
1 CC. ALCOHOL 


Due to the marked affinity 
of alcohol for moisture, the 
contents of the 1 cc. 

pipette above, added to the 
1000 cc. of water, will be 
immediately dispersed 
through it. THUS alcohol 
tends to remove the natural 
moisture of the skin when 
applied to it 


YOU CAN TEST 
DERMASSAGE 


Positive Protection 


by lubrication follows routine use of DERMASSAGE— 
lotion type rub with germicidal hexachlorophene, 
oxyquinoline and other therapeutic values. 
DERMASSAGE enhances the benefits of massage and of 
routine body rubs, reduces bed sores and bed chafe 

to rare instances 


MATERNAL MORTALITY? Steadily declining. 
SEVERE SURGICAL SHOCK? Frequency greatly reduced. 


BED sORES? Where DERMASSAGE therapeutic lotion rubs are 
routine, practically a closed chapter in medical and nursing history. 


Even the vexation of minor sheet burns is reduced to the vanishing 
point in the overwhelming number of cases where DERMASSAGE 
care has been adopted. 


The reason for success of this method is as inescapable as most 
other scientific truths, once established: skin chafing and bed sores 
can be prevented in nearly every case by regular application of a 
softening, emollient rub—especially one which also reduces risk of 
infection . . . DERMASSAGE not only avoids the skin drying 
effects of earlier rubs, but gives positire protection against chafing 
and soreness. 


Have you adopted the skin care which 
defeats bed sores before they develop? 


dermassage 


EDISON CHEMICAL CO. 
30 W. Washington, Chicago 2 
Please send me, without obligation, your Professional 


to your unqualified 
satisfaction without 
cost. 





You can prevent attacks in angina pectoris 


Prolonged prophylaxis 

Patients receiving Peritrate may obtain 
practical freedom from anginal attacks for 
from 4 to 5 hours with each dose. Russek 
and his colleagues’ clearly showed that the 
patient-response to Peritrate was compara- 
ble to the effect produced by nitroglycerin 
... but the duration of Peritrate’s action 
was “... considerably more prolonged.” 


Uncomplicated prophylaxis 

Prolonged protection given by Peritrate 
spares the patient the anxiety of waiting for 
pain to strike. Besides invaluable psycho- 
logical support, Peritrate brightens the 
objective clinical picture—significant EKG 


improvement may be seen’? and nitro- 
glycerin need greatly reduced in most. A 
continuing schedule of only 1 or 2 tablets 
four times a day, before meals and at 
bedtime, will 2. reduce the number of at- 
tacks in almost 80 per cent of patients*; 
2. reduce the severity of attacks which 
cannot be prevented. 


Available in 10 mg. tablets in bottles of 
100, 500 and 5000. 


1. Russek, H. I.; Urbach, K. F.; Doerner, 
A. A., and Zohman, B. L.: J.A.M.A. 153:207 
(Sept. 19) 1953. 2. Winsor, T., and Hum- 
phreys, P.: Angiology 3:1 (Feb.) 1952. 
3. Plotz, M.: New York State J. Med. 52:2012 
(Aug. 15) 1952. 


Peritrate @ 


tetranitrate 


(BRAND OF PENTAERY 


THRITOL 


TETRANITRATE) 


‘-WARNER-CHILCOTT 





Cortisone vs. Salicylate in Rheumatoid Arthritis 


Latest clinical report proves cortisone 
no better than aspirin in the treatment 
of rheumatoid arthritis. 


On May 29th, 1954, the Joint Com- 
mittee of the Medical Research Coun- 
cil and Nuffield Foundation published 
a most significant finding on arthritis 
therapy—that “for practical purposes” 
there appears “surprisingly little to 
choose between cortisone and aspirin.”” 


“Sixty-one patients in theearly stages 
of rheumatoid arthritis . . . have been 
allocated at random to treatment with 
one or other agent (cortisone 30 cases, 
aspirin 31 cases) . 

“Observations made one week, eight 
weeks, thirteen weeks, and approxi- 
mately one year after the start of treat- 
ment reveal that the two groups have 
run a closely parallel course in nearly 
all the recorded characteristics . . . joint 
tenderness, range of movement in the 
wrist, strength of grip, tests of dexterity 
of hand and foot, and clinical judg- 
ments of the activity of the disease and 
of the patient’s functional capacity.”* 


These findings spotlight an earlier 
report that “aspirin in large doses has 
definite beneficial results closely akin 
to those received from ACTH.” 


High gastric intolerance to aspirin 
noted among arthritics—a problem eas- 
ily met by the use of BUFFERIN. 


In this latest study, side-effects for 
both groups “were equal in the early 
months of treatment, but became less 
in the aspirin group as time passed.” 


Of clinical significance, however, is 
the high percentage of gastric intoler- 
ance to straight aspirin found among 
the arthritic patients—42% as against 3 
to 10% variously reported for the gen- 
eral population.*: * 


Earlier investigations reveal the dis- 
advantages of using sodium bicarbo- 
nate with aspirin—namely, the lowering 
of blood salicylate levels and the pos- 
sible retention of the sodium ion.* 


BUFFERIN offers an answer to this 
problem. 


Unlike straight aspirin, BUFFERIN is 
well tolerated, even in large doses.' 


BUFFERIN contains no sodium. It 
combines aspirin with two antacid and 
buffering agents which protect the gas- 
tric mucosa against irritation from sali- 
cylates— at the same time providing 
faster absorption of salicylates into the 
blood stream. 


1. Brit. M. J. 1:1223 (May 29) 1954. 2. M. Times 81:41 (Jan.) 1953. 3. J. Am. 


Pharm. Assoc., Sc. Ed. 39:21, 


1950. 4. Ind. Med. 


20:480 (Oct.) 1951. 


BUFFERIN" should be used for the long continued 
salicylate dosage required by eas 


* because BUFFERIN provides relief of arthritic 
pain without upsetting the stomach. 


¢ because BUFFERIN’s antacids effectively pre- 
vent gastric irritation and speed the absorp- 
tion of BUFFERIN’s analgesic ingredient. 


because BUFFERIN’s antacids do not lower 
the blood salicylate levels, as does sodium 
bicarbonate. 


Each BUFFERIN tablet combines aluminum 
glycinate and magnesium carbonate with 5 
grains of acetylsalicylic acid. 

Available in vials of 12 and 36 tablets and 
in bottles of 100. 


Y Sau 
BUFFERIN : 
ACTS TWICE AS FAST AS ASPIRIN 
DOES NOT UPSET THE STOMACH 


BRISTOL-MYERS Cco., 19 West 50 Street, New York 20, New York 
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chimedic 


Smooth and pain-free range of motion with complete muscle relaxation is 
accomplished by Tolyphy without loss of muscle tone or depressant effect on 
the central nervous system. 


Tolyphy combines: 


a. Powerful spasmolytic action of Tolyspaz (Chimedic brand of mephenesin) with 
b. Established neuromuscular effects of physostigmine and atropine 
to relieve pain, increase mobility, restore muscle strength and function. 
Use Tolyphy Chimedic for safe, effective relaxation of muscle spasm or neuro- 


muscular hyperirritability in a wide range of conditions such as 


t ARTHRITIS 


FiIBROSITIS 


€ TORTICOLLIS 


BURSITIS 


Please send me: 


! 
| ea] Literature and samples of TOLYPHY 
| 
| 
' 


fC Literature and samples of TOLYSPAZ 
| 


NAME ____ a ED 
For 2 clinical trial with your own patients, send for free 
samples and literature on Tolyphy and Tolyspaz. ADDRESS ‘ ; 
Tolyspaz (Chimedic brand of Mephenesin) is — = 
especially designed to correct emotional stress 
and anxiety tension states, without ‘clouding 


consciousness.””* 1J.A.M.A. 140:672 
June 25) 1949 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, Illinois 
PACIFIC COAST BRANCH, 361 Eleventh $1, Son Froncisco, Colif. « SOUTHERN BRANCH, 240 Spring St.,N. W., Ationto, 
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The worst cases of 


PSORIASIS 


RIASOL 


in the clinical investigation of RIASOL, 
hiients who had resisted all other treatments 
re selected. With these controls, the results 
th RIASOL are impressive: 


improvement of skin lesions, 76%. 
Complete clearing of skin, 38%. 
Great improvement of skin, 67%. 


Sealiness cleared or greatly improved, 
Jo: 


Redness and elevation cleared or greatly BEFORE USE OF RIASOL 
nproved, 67%. 

Recurrence of psoriasis, 19%. 

Adverse effects with RIASOL, 0. 


Remissions with medications other than 
IASOL, 16144%. 


RIASOL contains 0.45% mercury chem- 
ally combined with soaps, 0.5% phenol and 


759 cresol in a washable, non-staining, 
lorless vehicle. 


Apply daily after a mild soap bath and 
orough drying. A thin invisible, economical 
Im suffices. No bandages required. After 
ne week, adjust to patient’s progress. 


Ethically promoted RIASOL is supplied in 
and 8 fld. oz. bottles at pharmacies or direct. 


PROVE RIASOL 
YOURSELF 


Send for Generous A, 
Clinical Package AFTER USE OF RIASOL 


SHIELD LABORATORIES CM-12-54 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


M.D. Street 
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Streptococcus faecalis is a Gram-positive organism commonly involved in 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 
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ELECTRON 


Satmonetla haral hit DP 23,000 x 


Salmonella paratyphi B (Salmonella schottmuelleri) is a 


Gram-negative organism which causes 


It is another of the more than 30 organisms susceptible to 


PANMYCIN 


100 mg. and 250 mg. capsules 


MULL-SOy proved 


1. Cahill, W. M.; Schroeder, 
L. J., and Smith, A. H.: J. Nutrition 
28:209, 1944. 2. Stoesser, A. V.: Ann. 
Allergy 4:404, 1944, 3. Schroeder, L. 
4.; Cahill, W. M., and Smith, A. H.: J. 
Nutrition 32:43, 1946. 4. Stoesser, A.V.: 
J. Allergy 18:29, 1947. 5. Clein, N. W.: 
Ann. Allergy 9:195, 1951. 6. Sternberg, 
S. D., and Greenblatt, I. J.: Ann. Al- 
lergy 9:190, 1951. 7. Sobel, S. H.: Clin. 
Med. 59:362, 1952. 8. Glaser, J., and 
Johnstone, D. E.: Ann. Allergy 10: 433, 
1952. 9. Stoesser, A. V., and Nelson, 
L. 8.: Journal-Lancet 73:487, 1953. 
10. Glaser, J., and Johnstone, D. E.: 
J.A.M.A. 153:620, 1953. 11. Johnstone, 
D. E., and Glaser. J.: J. Allergy 24:434, 
1953. 12. Moore, I. H.: Journal-Lancet 
74:80, 1954. 13. Speer, F.: Ann. Allergy 
12:168, 1954. 


new 


by the test of time 


medical experience with MULL-SOoyY for 
milk allergy is measured by constant 
general clinical use since 1934... and 
by constant favorable reference in 
the literature since 1944" 


y 


MULL-SOY vowderea 


HYPOALLERGENIC SOY FOOD FOR INFANTS. CHILDREN, AND ADULTS 


for new acceptance, new flexibility, new convenience 
in the management of milk allergy 


Available: in 1-lb. tins at 
all drug outlets. 


Introductory formula —1 
level tablespoon per 3 fl.oz. 
water. 


Standard formula—1 level 
tablespoon per 2 fl.oz. 
water.- 


STILL AVAILABLE: time-tested 
MULL-SOyY Liquid — easy to use 
as evaporated milk. In 15'4-fl.oz. 
tins at all drug outlets. 


Nutritional counterpart of time-tested 
MULL-SOY Liquid. Assures the utmost in 
acceptability for milk-allergic patients 
at any age level. MULL-SOY Powdered is 
light-colored, quickly soluble, readily 
digested ...exceptionally easy to prepare 
and pleasant to take. Offers minimal 
likelihood of loose stools. 


for clinical literature and samples write: @) 


Bordens PRESCRIPTION PRODUCTS DIVISION 
; 350 Madison Avenue, New York 17 
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